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Time 
after 
time... 


in study 
after 
study 


Once again, controlled sensitivity studies have demonstrated the effi- 
cacy of CHLOROMYCETIN. In one long-term study,! designed to eliminate 
variable factors in patterns of bacterial resistance, 5,600 consecutive 
cultures of gram-positive organisms were tested over a 16-month period. 
Of the four broad-spectrum antibiotics evaluated, CHLOROMYCETIN 
was consistently superior. 

Reports from the literature? have repeatedly confirmed the observa- 
tion that CHLOROMYCETIN is effective against a wide variety of clinically 
important pathogens. The marked susceptibility of gram-negative as 
well as gram-positive organisms to CHLOROMYCETIN suggests this anti- 
biotic as an agent of choice in many infections.3 

CHLOROMYCETIN (chloramphenicol, Parke-Davis) is available in various forms, includ- 
ing Kapseals® of 250 mg., in bottles of 16 and 100. 

CHLOROMYCETIN is a potent therapeutic agent and, because certain blood dyscrasias 
have been associated with its administration, it should not be used indiscriminately 
or for minor infections. Furthermore, as with certain other drugs, adequate blood 
studies should be made when the patient requires prolonged or intermittent therapy. 


CHLOROMYCETIN 


(chloramphenicol, Parke-Davis) 


PROVES OUTSTANDINGLY EFFECTIVE AGAINST PROBLEM PATHOGENS 


‘ 
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IN VITRO SENSITIVITY OF GRAM-POSITIVE COCCI FROM 5,600 CONSECUTIVE 
CULTURES TO CHLOROMYCETIN AND TO THREE OTHER BROAD-SPECTRUM ANTIBIOTICS” 


CHLOROMYCETIN 
ANTIBIOTIC A 


ANTIBIOTIC B 


ANTIBIOTIC C 


REFERENCES: (1) Leming, B. H., Jr., & Flanigan, C., Jr., in Welch, H., & Marti-Ibanez, FE: Antibiotics Annual 1958- 
1959, New York, Medical Encyclopedia, Inc., 1959, p. 414. (2) Goslings, W. R. O., & Buchli, K.: Arch. Int. Med. 102:691, 
1958. (3) Suter, L. S., & Ulrich, E. W:: Antibiotics & Chemother. 9:38, 1959. (4) Metzger, W. I., in Welch, H., & Marti- 
Ibanez, F: Antibiotics Annual 1958-1959, New York, Medical Encyclopedia, Inc., 1959, p. 966. (5) Fischer, H. G.: Deutsche 
med. Wehnschr, 84:257, 1959. (6) Borchardt, K. A.: Antibiotics & Chemother. 8:564, 1958. (7) Schneierson, S. S.: J. Mt. 
Sinai Hosp. New York 25:52, 1958. (8) Waisbren, B. A.: Wisconsin M. J. 57:89, 1958. 


*Adapted from Leming & Flanigan.* 
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NOW even 
cardiac patients 


may have THE FULL 


BENEFITS 


CORTICOSTEROID 


THERAPY 


DECADRON—the new and most potent of all corticosteroids, eliminated fluid 
retention in all but 0.3 percent of 1500 patientst, and induced beneficial diuresis 
in nearly all cases of pre-existing edema. 


DEXAMETHASONE 


treats more patients 
more effectively 


Therapy with DECADRON has also been 
distinguished by virtual absence of dia- 
betogenic effects and hypertension, by 
fewer and milder Cushingoid reactions, 
and by freedom from any new or “‘pecul- 
iar’ side effects. Moreover, DECADRON 
has helped restore a ‘‘natural’”’ sense of 
well-being. 


tAnalysis of clinical reports. 


*DECADRON is a trademark of Merck & Co., Inc. ©1958 Merck 
& Co., Inc. 


MERCK SHARP & DOHME 
DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 
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6 ADVERTISEMENTS 


a 
logical 
combination 
for 
appetite suppression 


meprobamate plus d-amphetamine 


... Suppresses appetite... elevates mood 
...reduces tension... without insomnia, 
overstimulation, or barbiturate hangover. 


anoreetie-ataractic. 


BAMAD 


Each coated tablet (pink) contains: b 400 mg.; d- h sulfate, S mg. 
Dosoge: One tablet one-half to one hour before each meal. 


LEDERLE LABORATORIES 
A Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 


Protection Against Loss of Income From Accident and Sickness 
as Well as Hospital Expense Benefits for You and All Your 
Eligible Dependents. 


Alt 


COME FROM 


PHYSICIANS CASUALTY & HEALTH 
ASSOCIATIONS 


OMAHA 31, NEBRASKA 
Since 1902 
Handsome Professional Appointment 
Book sent to you FREE upon request. 


ANNOUNCING 
SCHERINGS 
NEW | 


MYOGESIG’ 


CARISOPRODOL 


*MYOGESIC 


muscle 
relaxant — analgesic 
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- SPASM & PAIN IN 
"SPRAINS, STRAINS, 


LOW BACK PAINS 
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When blood pressure must come down 


When you see symptoms of hypertension such as dizziness, "headache, and fainting your patient is 
a candidate for Serpasil-Apresoline. Even when single-drug therapy fails, Serpasil-Apresoline fre- 
quently can bring blood pressure down to near-normal levels, reduce rapid heart rate, allay anxiety. 


Suppiiep: Tablets #2 (standard-strength, scored), each containing 0.2 mg. Serpasil and 50 mg. Apresoline hydro- 
chloride; Tablets #1 (half-strength, scored), each containing 0.1 mg. Serpasil and 25 mg. Apresoline hydrochloride. 


SERPASIL-APRESOLINE’ CIB A 


(reserpine and hydralazine hydrochloride cisa) 


SUMMIT, N. J. 
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control the tension—treat the trauma 
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meprobamate with PATHILON® tridihexethyl chloride Lederle 


greater flexibility in the contro! of tension, hypermotility 
and excessive secretion in gastrointestinal dysfunctions 


PATHIBAMATE combines two highly effective and well-toler- 
ated therapeutic agents: 

mebrobamate (400 mg. or 200 mg.) widely accepted tranquilizer and... 
PATHILON (25 mg.)—anticholinergic noted for its peripheral, atropine-like 
action, with few side effects. 


The clinical advantages of PATHIBAMATE have been confirmed by nearly 
two years’ experience in the treatment of duodenal ulcer; gastric ulcer; 
intestinal colic; spastic and irritable colon; ileitis; esophageal spasm; 
anxiety neurosis with gastrointestinal symptoms and gastric hypermotility. 


Two dosage strengths —PATHIBAMATE-400 and PATHIBAMATE- 200 
facilitate individualization of treatment in respect to both the degree of 
tension and associated G.I. sequelae, as well as the response of different 
patients to the component drugs. 


Supplied: pATHIBAMATE-400 — Each tablet (yellow, 1/2-scored) contains 
, meprobamate, 400 mg.; PATHILON tridihexethy! chloride, 25 mg. 
PATHIBAMATE-200 — Each tablet (yellow, coated) contains mep- 
robamate, 200 mg.; PATHILON tridihexethyl chloride, 25 mg. 
Administration and Dosage: PATHIBAMATE-400 —1 tablet three times a day at mealtime and 
2 tablets at bedtime. 
PATHIBAMATE-200 —1 or 2 tablets three times a day at mealtime 
and 2 tablets at bedtime. 
Adjust to patient response. 
Contraindications: glaucoma; pyloric obstruction, and obstruction of the urinary bladder 
neck. 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pear! River, New York 
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hydroxyzine pamoate 


When she drinks to relieve her tensions, 
VISTARIL can help restore perspective. 
By maintaining tranquility, VISTARIL helps 
patients to accept counsel more readily, and 
: encourages abstinence from drinking. 


Vi sta i F | helps bring tranquility 


oblem drinker 


VISTARIL has shown a wide margin of safety, 
even in large doses, over prolonged periods. 
Clinical studies have shown that VISTARIL pro- 
duces no significant lowering of blood pres- 
sure, pulse, or respiration in chronic drinkers. 


ie Available as: Capsules —25, 50, and 100 mg. Parenteral Solution (as the HCl)—25 mg. per cc., 10 ce. 
vials and 2 cc. Steraject® Cartridges; 50 mg. per cc., 2 cc. ampules. Professional literature available 
on request from the Medical Department, Pfizer Laboratories. Brooklyn 6, New York. 


Science for the world’s well-being™ Pfizer 
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*Kanamycin sulfate injection (Bristol) 


No. Naturally, KANTREX Injection 
should not be used in mild or self-limited 
infections, but as Yow states, “it 

should not be withheld in moderately 
severe or severe infections.”* 


Q What properties of KantREX led Yow 
to draw this conclusion? 


Next page, please... 
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| The following’: (1) KANntREx Injection is bactericidal, 
not merely bacteriostatic; (2) it is absorbed rapidly 
after intramuscular injection; (3) it has proved suc- 
cessful in many types of staph and gram-negative in- 
fections resistant to other antibiotics; and (4) it is 
well tolerated when used judiciously. 


“| Numerous investigators have reported that micro-or- 
ganisms do not readily develop resistance to KANTREX 
in a clinical setting; and emergence of resistance to 
KAnTREX has not been a practical problem.****** 


| Griffith and Ostrander’ tested 794 strains of staphylo- 
cocci and found that 95.2% were sensitive to KANTREX. 
By contrast, only 15.5% of the same organisms were 
sensitive to penicillin, 33.5% to tetracycline, 52.4% to 
erythromycin, and 71.7% to chloramphenicol. 


Q 


Leming” recently summarized the in vitro activity of 
KANTREX against 4493 strains of various organisms 
isolated from hospital patients over a 7-month period. 
He reported that the following percentages of these 
clinical isolates were sensitive to KANTREX: Proteus 
mirabilis, 98%; Proteus morganii, 94%; Proteus rettgeri, 
89%; Proteus vulgaris, 87%; Paracolobactrum inter- 
medium, 96%; Coli-aerogenes group, 93%; Streptococ- 
cus viridans, 78%; Salmonella and Shigella, 92%. 


a A-great deal. As Yow stated in recent reviews of 
KANTREX Injection, it “appears to be one of the 
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most effective anti-staphylococcal antibiotics available 
today.”** KANTREX Injection is also effective in the 
treatment of infections caused by “most strains of 
E. coli, Proteus sp., the Klebsiella pneumoniae-Aero- 
bacter aerogenes group, and many strains of Pseudo- 
monas aeruginosa resistant to other antibiotics.”’ In 
another report, KANTREX Injection was placed at the 
head of the list of drugs “with the most chance of suc- 
cess” against A. aerogenes urinary tract infections.” 


Yes, indeed. Finegold,” who reviewed the clinical find- 
ings of 64 investigators, reported that infections which 
“usually responded” to KANTREX included: staph in- 
fections (including staph enteritis), E. coli infections 
(including E. coli gastroenteritis), atypical acid-fast 
bacillus infections, Aerobacter-Klebsiella infections, 
paracolon infections, Alcaligenes infections, Shigella 
dysentery, Salmonella enteritis, anthrax, amebiasis, 
and E. histolytica carrier state. Among the infections 
that “sometimes responded” were listed: pneumococ- 
cal infections, group A beta-hemolytic streptococcic 
infections, Proteus infections, gonorrhea, and para- 
typhoid fever. 


| According to Finegold’s tabulation, treatment failures 
were “usually” encountered in brucellosis, Pseudo- 
monas infections, typhoid fever, mycotic infections 
and anaerobic infections.” 
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©. Generally 2 or 3 days or less. Usually the effectiveness 
of KANTREX Injection can be. determined in 24 to 36 
hours. Rutenburg et al. reported that “the rapidity 
with which bacteria are killed by this agent is reflected 
by the promptness of the clinical response.” ” 
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If definite clinical response does not occur within 5 
days, KANTREX therapy should be stopped and the anti- 
biotic sensitivity of the invading organism rechecked. 


he ha card oO 


In well hydrated patients with normal kidney function 
receiving KANTREX at the recommended dosage sched- 
ule, the hazard of ototoxic reactions is negligible. In 
patients with impaired kidney function, the risk of 
ototoxic reactions is sharply increased, and in such 
cases the dosage should be reduced. Finegold has 
stated: “Toxicity inherent in the drug can be avoided 
or minimized with careful management.”” 


| Because renal impairment delays the excretion of 


KANTREX Injection and causes an excessive accumu- 
lation in blood and tissues. Such excessive concentra- 
tions increase the risk of ototoxicity. Dosage recom- 
mendations emphasize that adequate serum levels can 
be achieved in such patients with a fraction of the dose 
suggested for patients with normal kidney function. 


None whatever. 


| Effective? Certainly, against almost all staph or 


“oram-negatives,” even though they may be resistant 
to other antibiotics. Well tolerated? Yes, when given 
in recommended dosage. The physician can well agree 
with Yow, that while KANTREx Injection should not 
be used in mild or self-limited infections, “it should 
not be withheld in moderately severe or severe infec- 
tions.”’ That, indeed, is the time to give it — first! 


| Q mo. ong shouM cor e to administer KANTREX 
atient di hearing los 
ANTREX therapy? 
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KANTREX CAPSULES 


for local gastrointestinal therapy... 
not for systemic infections 


_ Preoperative bowel sterilization, and local treatment 
of intestinal infections due to kanamycin-sensitive 
organisms. 


Acute and chronic shigellosis,“ acute and chronic sal- 
amebiasis,” bacillary dysentery,” 
infantile diarrhea,” gastroenteritis,” and staphylo- 
coccal enterocolitis.’ 


Because KANTREX has been rated superior to neomy- 
cin for this purpose.””’” Out of 30 intestinal antisep- 
tics studied, KANTREX was designated “the only single 
agent classified as a preferred drug.”” KANTREX “con- 
sistently eliminated all aerobic bacteria within 72 
hours (and often within 24 to 36 hours) if a purga- 
tive was given with the first dose to expedite passage 
through the gastrointestinal tract.” ” 


Not at all, there are several others. Diarrhea, nausea 
and vomiting have not been observed with KANTREX, 
though they occur frequently with neomycin; yeasts 
do not proliferate, in contrast to rapid growth with 
neomycin; and clostridia are well controlled with 
KANTREX, and not controlled with neomycin. 


20, 21, 22 
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KANTREX 


KANAMYCIN SULFATE INJECTION 


INDICATIONS 
Infections due to kanamycin-sensitive organisms, particularly staph or “gram-negatives”: gen- 
ito-urinary infections; skin, soft tissue and post-surgical infections; respiratory tract infections; 
septicemia and bacteremia; osteomyelitis and periostitis; staph enteritis and gastroenteritis. 


DOSAGE: INTRAMUSCULAR ROUTE 
Usual daily dose is 15 mg. per kg. of body weight, in 2 to 4 divided doses. (See detailed recom- 
mendations in insert accompanying each package.) 


TOXICITY 

When dosage recommendations are followed, the incidence of toxic reactions to KANTREX is 
low. In well hydrated patients under 45 years of age with normal kidney function, receiving 
a total dose of 20 Gm. or less of KANTREX, the risk of severe ototoxic reactions is negligible. 
In patients with impaired renal function or pre-renal azotemia, the daily dose of KANTREX 
should be reduced to avoid accumulation of the drug in seru.n and tissues, thus minimizing 
the possibility of ototoxicity. In such patients, if therapy is expected to last 5 days or more, 
audiograms should be obtained prior to and during treatment. KANTREX therapy should be 
stopped if tinnitus or subjective hearing loss develops, or if audiograms show significant loss 
of high frequency response. 


OTHER ROUTES OF ADMINISTRATION 

KANTREX should be used by intravenous infusion only when the intramuscular route is im- 
practicable. KANTREX can also be employed for intraperitoneal use, aerosol treatment, and as 
an irrigating solution. See package insert for directions. 


PRECAUTIONS 
Use of antibiotics may occasionally result in overgrowth of non-sensitive organisms. If super- 
infection appears during therapy, appropriate measures should be taken. 


SUPPLY 
Available in rubber-capped vials as a ready-to-use sterile aqueous solution in two concentra- 
t‘ons (stable at room temperature indefinitely) : 

KANTREX Injection, 0.5 Gm. kanamycin (as sulfate) in 2 ml. volume. 

KANTREX Injection, 1.0 Gm. kanamycin (as sulfate) in 3 ml. volume. 


(for local gastrointestinal therapy; not for systemic medication) 


INDICATIONS AND DOSAGE 

For preoperative bowel sterilization: 1.0 Gm. (2 capsules) every hour for 4 hours, followed by 
1.0 Gm. (2 capsules) every 6 hours for 36 to 72 hours. 

For intestinal infections: Adults: 3.0 to 4.0 Gm. (6 to 8 capsules) per day in divided doses for 
5 to 7 days. Infants and children: 50 mg. per kg. per day in 4 to 6 divided doses for 5 to 7 days. 


PRECAUTION 

Preoperative use of KANTREX Capsules is contraindicated in the presence of intestinal obstruc- 
tion. Although only negligible amounts of KANTREX are absorbed through intact intestinal 
mucosa, the possibility of increased absorption trom ulcerated or denuded areas should be 
considered. 


SUPPLY 
KANTREX Capsules, 0.5 Gm. kanamycin (as sulfate), bottles of 20 and 100. 


REFERENCES: 


1. Yow, E. M.: Antibiotic Therapy for Staphylococcal Diseases, H. Welch and M. Finland, eds., Medical Encyclopedia, 
New York, 1959, p. 167. 2. Yow, E. M.: Practitioner 182:759. 1959. 3. Davies, F. G.: Ann. N. Y. Acad. Sci. 76:129, 
1958. 4. Finegold, S. M., et al.: Jbid. 76:319, 1958. 5. Finegold, S. M., et al.: Antibiotics Annual 1958-9, p. 606. 
6. Greey, P. H., and Wightman, K. J. R.: Annals N. Y. Acad. Sci. 76:224, 1958. 7. Huang, A. A., Sarria, A., and 
High, R. H.: Antibiotics Annual 1958-9, p. 687. 8. Yow, E. M., and Monzon, O. T.: Annals N. Y. Acad. Sci. 76:372, 


1958. 9. Griffith, L. J., and Ostrander, W. E.: Ant. & Chemo. 9:416, 1959. 10. Leming, B. H., Jr.: Personal commu- 
nication. 11. Lattimer, J. K., et al.: J.A.M.A. 170:938, 195$. 12. Finegold, S. M.: A.M.A. Arch. Int. Med. 104:15, 
1959. 13. Rutenburg, A. M., et al.: Ann. N. Y. Acad. Sci. 76:348, 1958. 14. Thurman, W. G., and Platou, R. V.: 
Ibid. 76:230, 1958. 15. Yow, E. M., and Monzon, O. T.: Antibiotics Annual 1958-9, p. 736. 16. Thurman, W. G., and 


Platou, R. V.: Antibiotics Annual 1958-9, p. 806. 17. Ruiz Sanchez, F., et al.: Jbid., p. 725. 18. Fujii, R., et al.: 
World-wide Abst. Gen. Med. 2:28, 1959. 19. High, R. H., Sarria, A., and Huang, N. N.: Ann. N. Y. Acad. Sci. 
76:289, 1958. 20. Cohn, I., Jr.: Ibid. 76:212, 1958. 21. Cohn, I., Jr., and Longacre, A. B.: Antibiotics Annual 1958-9, 
p. 761, 22, Cohn, I., Jr., and Longacre, A. B.: S. G. & Q. 108:100, 1959. 
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ADVERTISEMENTS 


Effective relief in rheumatic disorders 


Sterazolidin....... 


prednisone-phenylbutazone Geigy 


with less risk of disturbing hormonal balance 


In the treatment of the rheumatic disorders 
new Sterazolidin provides a method of limit- 
ing the gravest danger inherent in steroid 
therapy... hypercortisonism arising from 
excessive dosage. 


Repeatedly it has been shown that the addi- 
tion of low dosage of Butazolidin sharply 
reduces hormone requirement.’ Sterazolidin 
is a combination of prednisone (1.25 mg.) and 
 Butazolidin (50 mg.) which provides, in the 
majority of cases, consistent relief at a stable 
uniform maintenance dosage significantly 
below the level at which serious hormonal 
imbalance is likely to occur. 


Sterazolidin® (prednisone-phenyibutazone 
Geigy). Each capsule contains prednisone 
1.25 mg.; phenylbutazone 50 mg.; dried 
aluminum hydroxide gel 100 mg.; magnesium 
trisilicate 150 mg. and homatropine methyl- 
bromide 1.25 mg. 


1. Kuzell, W. C., and others.: Arch. Int. Med, 
92:646, 1953. 2. Wolfson, W. Q.: J. Michigan 
M. Soc. 54:323, 1955. 3. Strandberg, B.: Brit. 
J. Phys. Med. 19:9, 1956. 4. Platt, W. D., Jr., 
and Steinberg, |. H.: New England J. Med. 
256:823 (May 2) 1957. 


Geigy, Ardsley, New York 
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ADVERTISEMENTS 


(POTASSIUM PENICILLIN V, ABBOTT) 


BLOOD 


Available in tiny, easy-to-swallow Filmtabs® and in tasty, cherry-flavored Oral Solution.: 


001187 @FILMTAB—FILM-SEALED T 


LETS, ABBOTT. © 
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onnage with IN eomycin 


Prompt and more dependable control of DONNAGEL: In each 30 ce. (1 fi. oz.): 


virtually all diarrheas can be achieved with the Pectin (2 Bt.)eccccssessssssesseee 142.8 mg. 

Hyoscyamine sulfate ........ 0.1037 mg. 

comprehensive DONNAGEL formula, which pro- Atropine sulfate ................ 0.0194 mg. 

Hyoscine hydrobromide ....0.0065 mg. 
mulcent, antispasmodi 

vides adsorbent, de a Pp cand Phenobarbital (14 gr.)........ 16.2 mg. 


i —with or withow ibiotic. 
sedative effects — wit thout an antibiotic 
| Early re-establishment of normal bowel Same formula, plus 
Neomycin sulfate .............. 300 mg. 
function is assured—for all ages, in all seasons. (Equal to neomycin base, 210 mg.) 


A. H. ROBINS ce... INC., Richmond 20, Virginia ° Ethical Pharmaceuticals of Merit since 1878 
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14 ADVERTISEMENTS 


properties 


greater inhibitory action...lower intake per 
dose... DECLOMYCIN produces equivalent or 
greater clinical activity with less antibiotic because 
of two basic factors: (1) increased potency, and 
(2) longer retention. 


broad-spectrum control in depth. Higher ac- 
tivity level enhances range of previous antibiotics. 
Some problem pathogens have been found more 
responsive. Strains of Pseudomonas, Proteus and 
A. aerogenes have proved sensitive to DECLOMYCIN. 


sustained activity level. DECLOMYCIN main- 
tains a more constant level of activity. Infection is 
quickly resolved. 


24-48 hours extra activity...protection 
against relapse. Antimicrobial control is main- 
tained after stopping dosage. Most other antibiotics 
dissipate rapidly on withdrawal. 


REFERENCES: 

1-11. Papers read at Seventh Symposium on Antibiotics, 
Washington, D. C., November 4-6, 1959. 

12. Phillips, F. M.: DECLOMYCIN—Seventh Interim Report. 
Department of Clinical Investigation, Lederle Laboratories, 
Pearl River, N. Y., December 4, 1959. 

CAPSULES, 150 mg., bottles of 16 and 100. 

Dosage: average adult, 1 capsule four times daily. 
PEDIATRIC DROPS, 60 mg./cc. in bottle of 10 cc. with cali- 
brated dropper. 

ORAL SUSPENSION, 75 mg./5 cc. tsp. in 2 oz. bottle. 


DEMETHYLCHLORTETRACYCLINE LEDERLE 


a masterpiece of antibiotic design 
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performance 


genitourinary infection. Roberts, M. S.; Seneca, H., 
and Lattimer, J. K., New York, N. Y. —Ninety-one percent 
of the Gram-positive and 27 per cent of the Gram- 
negative, among 66 organisms cultured from geni- 
tourinary infection, responded to DECLOMYCIN. 
Serum antibiotic activity was found three times 
greater than with tetracycline. 


toleration. Boger, W. P., and Gavin, J. J.,2 Norristown, 
Pannianeniin Side effects with DECLOMYCIN were 
minimal. When dosage was 0.5 to 1 Gm. daily in 
divided doses, only two of 82 patients exhibited 
nausea. 


activity level sustentation. Kunin, C. M.; Dornbush, 
A. C., and Finland, M.,? Boston, Massachusetts—Of the 
four tetracycline anaiogues, DECLOMYCIN Demeth- 
ylchlortetracycline showed the longest sustained 
activity levels in the blood. 


jy onococcal infection. Marmell, M., and Prigot, A.,‘ 
New York, N. Y.-Of 63 cases of gonorrhea, 61 
promptly responded after short courses of DECLO- 
MYCIN. Therapeutic effect was found equal to that 
of intramuscular penicillin. 


bronchopulmonary infection. Perry, D. M.; Hall, G. 
A., and Kirby, W. M. M.,5 Seattle, Washington — Of 30 cases 
of acute bacterial pneumonia, all were afebrile fol- 
lowing two to 10 days of treatment with DECLo- 
MYCIN. Results were good in 21.... All of six 
patients with acute bronchitis responded promptly. 


pediatric infection. Fujii, R.; Ichihashi, H.; Minamitani, 
M.; Konno, M., and Ishibashi, T., Tokyo, Japan—In 309 pe- 
diatric patients with various infections, DECLO- 
MYCIN was effective in 75 per cent. 


urogenital infection. Vineyard, J. P.; Hogan, J., and 
Sanford, J. P.,? Dallas, Texas—Clinical response in pye- 
lonephritis correlated well with results of in vitro 
sensitivity tests, which showed some strains of A. 


aerogenes, Proteus and Pseudomonas more suscep- 
tible to DecLomycin Demethylchlortetracycline 
than to its analogues. 

pmeumonia, Duke, C. J.; Katz, S., and Donohoe, R. F.,® 
Washington, D. C.— Results were satisfactory in all but 
two of 32 cases of acute bacterial pneumonia, of 
which only 11 were uncomplicated. No side effects 
were observed. 


brucellosis.Chavez Max G.,° Mexico, D. F., Mexico— All 
of nine patients with Br. melitensis infection were 
afebrile after five days on DECLOMYCIN. Blood cul- 
tures were negative in all cases on the 20th day. 
Side effects were limited to slight temperature in- 
creases which abated in four days. 


pustular dermatosis. Blau, S., and Kanof, N. B.,’° New 
York, N. Y.—Results with DECLOMYCIN were excel- 
lent in both of two cases of impetigo, one of two 
cases of folliculitis, six of nine cases of furunculo- 
sis, all of three cases of acne rosacea and 26 of 45 
cases of acne vulgaris. Overall, results were excel- 
lent or good in 85 per cent. 

antibacterial spectrum. Finland, M.; Hirsch, H. A., 
and Kunin, C. M.,"" Boston, Massachusetts— DECLOMYCIN 
Demethylchlortetracycline was found the most ef- 
fective of the tetracycline analogues against two- 
thirds of 680 normally sensitive strains of 15 sepa- 
rate species. 


the over-all picture. Combined results reported by 210 
clinical investigators*— DECLOMYCIN produced a fa- 
vorable response (cured or improved) in 87 per 
cent of 1,904 patients. Two-thirds of the patients 
received one capsule every six hours. Treatment 
was continued for as long as 180 days, but was 
between three and eight days in most. Side effects 
were seen in 9.9 per cent, but necessitated discon- 
tinuance of treatment in only 1.8 per cent. 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York E Lederle ) 
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You see an improvement within a few days 
Thanks to your prompt treatment and the 
quick, smooth action of Deprol, her de- 
pression is relieved and her anxiety and 
tension calmed — often in a few days. She 
eats well, sleeps well and soon returns to 
her normal activities. 


& 
i 
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calms anxiety! 


Smooth, balanced action lifts | 
depression as it calms anxiety... 


swiftly and safely 


Balances the mood — no “seesaw” effect of 
amphetamine-barbiturates and energizers. While 
amphetamines and energizers may stimulate the 
patient — they often aggravate anxiety and 
tension. And although amphetamine-barbiturate 
combinations may counteract excessive stimula- 
tion — they often deepen depression. 


In contrast to such “seesaw” effects, Deprol lifts 
depression as it calms anxiety —both at the same 
time. 


Acts swiftly — the patient often feels better within 
a few days. Unlike the delayed action of other 
drugs which may take two to six weeks to bring 
results, Deprol’s smooth, immediate action 
relieves the patient quickly — often within a few 
days. 


Acts safely — no danger of liver damage. Deprol 
does not produce liver damage, hypotension, psy- 
chotic reactions or changes in sexual function — 
frequently reported with other drugs. 


BIBLIOGRAPHY (10 clinical studics, 714 patients): 

1. Alexander, L. (35 patients): Chemotherapy of depression = Use of 
meprobomate combined with benactyzine (2-diethylaminoethy! benzilate) 
hydrochloride. J.A.M.A. 166:1019, March 1, 1958. 2. Bateman, J. C. and 


LIFTS DEPRESSION 


CALMS ANXIETY 


Deprol 


Carlton, H. M. (50 patients): Meprobamate and benactyzine hydrochloride 
(Deprol) as adjunctive therapy for patients with advanced cancer, Anti- 
biotic Med. & Clin. Therapy 6:648, Nov. 1959. 3. Bell, J. L., Tauber, H., 
Santy, A. and Pulito, F. (77 patients): Trectment of depressive states in 
office practice. Dis. Nerv. System 20:263, June 1959. 4. Breitner, C. (31 
patients): On mental depressions. Dis. Nerv. System 20:142, (Section Two), 
May 1959. 5. McClure, C. W., Papas, P. N., Speare, G. S., Palmer, E., 
Slattery, J. J., Konefal, S. H., Henken, B. S., Wood, C. A. and Ceresia, 
G. B. (128 patients): Treatment of depression—New technics and therapy. 
Am. Pract. & Digest Treat. 10:1525, Sept. 1959. 6. Pennington, V. M. (135 
patients): Meprobamate-benactyzine (Deprol) in the treatment of chronic 
brain syndrome, schizophrenia and senility. J. Am. Geriatrics Soc. 7:656, 
Aug. 1959. 7. Rickels, K. and Ewing, J. H. (35 patients): Deprol in 
depressive conditions. Dis. Nerv. System 20:364, (Section One), Aug. 1959. 
8. Ruchwarger, A. (87 patients): Use of Deprol (meprobamate combined 
with benactyzine hydrochloride) in the office treatment of depression. M. 
Ann. District of Columbia 28:438, Aug. 1959. 9. Settel, E. (52 patients): 


AMPHETAMINES 
AND ENERGIZERS 
may stimulate the 
patient, but often 
increase anxiety and 


tension. 


AMPHETAMINE- 
BARBITURATE 
combinations may 
control overstimula- 
tion but may deepen 
depression. 


Treatment of depression in the elderly with a meprobamate-benactyzine 
hydrochloride combination. Antibiotic Med. & Clin. Therapy. In press. 
1959. 10. Splitter, S. R. (84 patients): The care of the anxious and the 
depressed. Submitted for publication, 1959. 


Dosage: Usual starting dose is 1 tablet q.i.d. When necessary, 
this may be gradually increased up to 3 tablets q.i.d. 
Composition: 1 mg. 2-diethylaminoethyl benzilate hydrochlo- 


ride (benactyzine HCl) and 400 mg. meprobamate. 
Supplied: Bottles of 50 light-pink, scored tablets. Write for 
literature and samples. 


® 
WwW} WALLACE LABORATORIES / New Brunswick, N. J. 
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ADVERTISEMENTS 


NEW EVIDENCE SUGGESTS ANOTHER REASON FOR PRESCRIBINGTAO = 


NIQue 


STARBU 


TAO METAB 
BIOLOGICALLY 


The impression that TAO is an unusually active antibiotic 
has steadily gained recognition by impressive clinical per- 
formance. Now come reports of in vivo and in vitro biological 
and biochemical evaluations that show TAO to be indeed 
unique.':? 

TAO differs from other antibiotics in that it is metabolized to 
multiple active compounds which remain active throughout 
their presence in the body. These 7 derivatives (in addition 
to TAO) show activity against common Gram-positive patho- 
gens, including resistant strains of Staph. aureus. 

In light of these findings, take another look at TAO perform- 
ance: « 92% success in published cases of Gram-positive 
respiratory, skin, soft tissue and genitourinary infection 
e Effective against 78% of 64 “‘antibiotic-resistant” epi- 
demic staphylococci. (In the same study, chloramphenicol 
was active against 52%; erythromycin against only 25%)? 
e No side effects in 94%; infrequent reactions mild and 
easily reversed « Quickly absorbed » Highly palatable. 

Sound reasons to: Start with TAO to end 9 out of 10 common 
Gram-positive infections. 

Sane TAO Capsules—250 mg., and 125 mg., bottles of 60. 
TAO for Oral Suspension—125 mg. per tsp. (5 cc.) when re- 


constituted; unusually palatable cherry flavor; 60 cc. bottle. 
Prescription only. 

Other TAO forms available: TAO Pediatric Drops: flavorful, easy 
to administer. TAQ®-AC: TAO analgesic, antihistaminic com- 
pound. TAOMID®: TAO with triple sulfas. intramuscular or Intra- 
venous: in clinical emergencies. Prescription only. 
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1, English, A. R., and McBride, T: J.: Proc. Soc. Exper. Biol. & 
Med. 100:880 (Apr.) 1959. 2. Ceimer, W. D.: Antibiotics Annual 
1958-1959, New York, Medical Encyclopedia, Inc., 1959, p. 277. 
3. English, A. R., and Fink, F. C.: Antibiotics & Chemother. 
8:420 (Aug.) 1958. 


designed © 
for 

superior 

control 

of 

common 

Gram- 


positive (trlacetyloleandomycin) 
infections Capsules/Oral Suspension 


New York 17, N.Y. 
Division, Chas. Pfizer & Co., Inc. 
Science for the World’s Well-Being 
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The first synthetic penicillin 
available 
for general clinical use 


FOR YOUR NEXT PATIENT WHERE PENICILLIN IS INDICATED 


| BLOOD LEVELS ORAL ROUTE IMPROVED 

TWICK AS HIGH PROVIDES HIGHER ANTIBIOTIC 
AS WITT BLOOD LEVELS THAN ACTION FROM 
POTASSIUM INTRAMUSCULAR ISOMERIC 


PENICILLIN V PENICILLIN G COMPLEMENTARITY 
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pe CONSIDER THESE 6 IMPORTANT THERAPEUTIC BENEFITS OF 


TM 
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POTASSIUM PEMCILLIN-152 


ANTIBIOTIC REDUCED MANY STAPH 

ACTIVITY RATE OF STRAINS MORE 

DIRECTLY INACTIVATION SENSITIVE TO 
PROPORTIONAL BY STAPH SYNCILLIN 
TO ORAL DOSE PENICILLINASE IN VITRO iy 
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FOR HIGHLY EFFECTIVE THERAPY 
OF THE LARGE VARIETY OF INFECTIONS 
CAUSED BY SUSCEPTIBLE PATHOGENS...NEW 


SYNC 


Significance of 
complementary 
action of isomers 


in SYNCILLIN 


Significance of 
higher blood 
levels with 


SYNCILLIN 


Efficacy of 
SYNCILLIN 
against staphylococci 
and other 

resistant organisms 


major therapeutic advantages accompany ‘molecular asymmetry 


The antibiotic effect of the clinically available mix- 
ture, SYNCILLIN, is greater than that of either of its 
two component isomers alone against many im- 
portant pathogens, including some penicillin- 
resistant staphylococci. This phenomenon has been 
described as /someric Complementarity. 


Higher blood levels may be of value with organ- 
isms of only moderate penicillin sensitivity where 
doubling the blood concentration may be essential 
for effective bactericidal action. In addition, these 
higher levels may be necessary where there is 
infection in areas with a poor blood supply.® 
Under these circumstances a higher blood concen- 
tration may provide the increased diffusion pres- 
sure required to deliver adequate amounts to the 
tissue. Also, antibiotic activity of SYNCILLIN is 
directly proportional to oral dosage. Increasing 
the dosage may, therefore, enhance the drug’s 
effectiveness in certain cases. 


Studies have shown that SYNCILLIN is effective in 
vitro against 60 to 75% of hospital “staph” 
strains, while penicillin G and penicillin V are now 
effective against only 30 to 50%.1? Therefore, if 
clinical judgment indicates the use of penicillin, 
SYNCILLIN would be expected to be the most effec- 
tive. However, since some strains are still resistant 
to SYNCILLIN as well as to the other penicillins, 
cultures and sensitivity tests should be performed 
where indicated by clinical judgment. 


There have recently been reports of decreased 
efficacy of penicillin in streptococcal® and gono- 
coccal*:® infections. The emergence of penicillin- 
resistant gonococci appears to be associated with 
an increase in the incidence of gonorrhea all 
over the world. When a less sensitive strain is 
encountered the higher blood levels produced by 
SYNCILLIN may be most helpful. 
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Relation of 
intermittent 
high blood levels 
of SYNCILLIN 
to antibacterial 
efficacy 


Reduced rate of 
inactivation 

of SYNCILLIN 
by staph 
penicillinase 


SYNCILLIN, like all clinically available penicillins, 
is bactericidal. Periodic high blood concentrations 
are sufficient to permit complete eradication of 
sensitive pathogens. Continuous high blood levels 
are not required with SYNCILLIN. According to 
Eagle,’ “Soon after penicillin attains effective 
concentrations, the bacteria cease multiplying; 
and the bacteriostatic effect persists for a number 
of hours after penicillin has fallen to concentra- 
tions that are wholly ineffective.... The therapeutic 
significance of this postpenicillin recovery period 
is enhanced by the fact that the recovering bac- 
teria, damaged but not killed by the previous 
exposure to penicillin, are abnormally susceptible 
to the host defenses. In consequence, the bacteri- 
cidal process in vivo continues for many hours 
after the drug itself has fallen io ineffective 
concentrations.” 


Bacterial resistance to penicillin has been attrib- 
uted to the action of penicillin-inactivating enzymes 
produced by the invading organisms. SYNCILLIN 
is less affected by staphylococcal penicillinase 
than either of its component isomers. Further, 
SYNCILLIN is shown to be less inactivated by this 
enzyme than penicillin V and penicillin G. 
Penicillinase from B. cereus likewise inactivates 
SYNCILLIN less rapidly than penicillin V and G. 
But this would not impede the therapeutic use 
of this penicillinase in allergic reactions. This is 
because the massive dosage with which this 
enzyme is administered would effectively destroy 
SYNCILLIN in the body. 


References: 1. Wright, W. W.: Microbiology Report to Bristol Labo- 
ratories Inc. 2. Kligman, A.; Morigi, E. M. E.; Wheatley, W. B., and 
Albright, H.: Paper presented at the Seventh Antibiotic Symposium, 
N ber 4-6, Washing’ D.C. 3. Editorial: New England J. Med. 
261:305 (Aug. 6) 1959. 4. King, A.: Lancet 1:651 (March 29) 1958. 
5. Epstein, E.: J.A.M.A. 169:1055 (March 7) 1959. 6. Kass, E. H.: 
Am. J. Med. 18:764 (May) 1955. 7. Eagle, H.: J. Bact. 58:475, 1949. 


Indications: SYNCILLIN is 
recommended in the treatment of 
infections caused by pneumococci, 
streptococci, gonucocci, corynebacteria, 
and penicillin-sensitive staphylococci. 
In addition, SYNCILLIN is effective 
against certain strains of staphylococci 
resistant to other penicillins. 
SYNCILLIN, like other oral penicillins, 
is not recommended at the present 
time in deep-seated or chronic 
infections, subacute bacterial 
endocarditis, meningitis, or syphilis. 


Dosage: 125 mg. or 250 mg. three 
times daily, depending on the severity 
of infection. Larger doses (e.g., 500 
mg. t.i.d.) may be used for more 
severe infections, SYNCILLIN may be 
administered without regard to meals. 
Beta hemolytic streptococcal 
infections should be treated with 
SYNCILLIN for at least ten days. 


Precautions: At the present time it 
is not possible to draw definite 
conclusions regarding the incidence of 
allergenicity to SYNCILLIN or its 
cross-allergenicity with natural 
penicillins. Therefore, the usual 
precautions for oral penicillin therapy 
should always be observed. Patients 
with histories of asthma, hay fever, 
urticaria, or previous reactions to 
penicillin should be watched with 
special care. Administration of oral 
penicillin, in rare instances, may 
provoke acute anaphylaxis, 
particularly in penicillin-sensitive 
individuals. 

Diarrhea has been reported 
occasionally following heavy dosage. 
If this occurs, lengthen the interval 
between dosages. 

If superinfection occurs during 
therapy, appropriate measures should 
be taken. Since some strains of staphy- 
lococci are resistant to SYNCILLIN 

as well as to other penicillins, cultures 
and sensitivity tests should be 
performed where indicated by clinical 
judgment. As is true with all 
antibiotics, clinical response does not 
always correlate with laboratory 
bacterial sensitivity reports. 


Supply : 125 and 250 mg. tablets, 
bottles of 25 and 100. 125 mg. powder 
for oral solution, 60 ml. vials. 


BRISTOL] BRISTOL LABORATORIES, Division of Bristol-Myers Company, SYRACUSE, NEW YORK 
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24 ADVERTISEMENTS 


WHEN 

THE PATIENT 
WITHOUT 
ORGANIC DISEASE 4 


COMPLAINS OF -constipati 
flatulence, belchin 


CONSIDER 


NEOCHOLAN® 


Your patient will often respond promptly to Neocholan therapy. It greatly increases the flow of 
thin, nonviscid bile and corrects biliary stasis by flushing the biliary system. It also relaxes intesti- 
nal spasm, resulting in an unimpeded flow of bile and pancreatic juice into the small intestine. 
Neocholan helps to promote proper digestion and absorption of nutrients. It also encourages 
normal peristalsis by restoring intestinal tone. 


Each Neocholan tablet provides: 2 Pp PITMAN-MOORE COMPANY 
Dehydrochloric Acid Compound, P-M Co. re 
265 mg. (Dehydrochloric Acid, 250 mg.); 


Homatropine methylbromide 1.2 mg.;Pheno- 
barbital 8.0 mg. 


Supplied in bottles of 100 tablets. 
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whenever there is inflammation, 
swelling, pain © 


LEDERLE 


BUCCA Laws 
conditions for a 
fast comeback ... 


5 days of classic therapy after 48 hours of VARIDASE 


as in cellulitis* 


Until Varipase stemmed infection, 
inflammation, swelling and pain, neither 
medication nor incision and drainage 
had affected the increasing cellulitis. 


VaRIDASE mobilizes the natural healing 
process, by accelerating fibrinolysis, to 
condition the patient for successful primary 
therapy. Increases the penetrability of the 
fibrin wall, for easy access by antibodies 

and drugs... without destroying limiting 
membrane ...and limits infiltration. 
Prescribe VAripAsE Buccal Tablets routinely 
in infection or injury. 

*Innerfield, I.: Clinical report cited with permission. 
VaRIDASE BuccaL Tablets contain: 

10,000 Units Streptokinase, 2,500 Units Streptodornase. 


Supplied: Boxes of 24 and 100 tablets 


LEDERLE LABORATORIES, 
A Division of American Cyanamid Company, Pearl River, N. Y. 
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the 


when self-medication has delayed 
medical attention... 


...and has risked 
upper respiratory 
complications 


COSA-TETRACYDIN 


Cosa-Tetracyn® — analgesic — antihistamine compound Es 
act quickly to 


= control secondary infection 
8 alleviate cold symptoms 


each capsule contains: 


150 mg. 
ss 15 mg. 


average adult dose: 2 capsules q. i. d. 
GBD Science for the world’s well-being PFIZER LABORATORIES, Division, Chas. Pfizer & Co.,Inc., Brooklyn 6, N.Y. 
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Synonyms for 
Pain Relief... 


‘TABLOID’ 


COMPOUND 


Acetophenetidin ...... gr. 242 

Acetylsalicylic Acid .... gr. 3% 

‘TABLOID’ 


COMPOUND 


WITH 


CODEINE 


N 0. 1 Acetophenetidin ...... gr. 242 


Acetylsalicylic Acid .... gr. 3% 
Codeine Phosphate ....gr. % 


No. 2 Acetophenetidin ...... gr. 242 


Acetylsalicylic Acid .... gr. 3% 
Codeine Phosphate ....gr. % 


No. 3 Acetophenetidin ...... gr. 242 


Acetylsalicylic Acid .... gr. 3% 
Codeine Phosphate ....gr. 2 


N 0. 4 Acetophenetidin ...... gr. 242 


Acetylsalicylic Acid .... gr. 3% 
Codeine Phosphate .... gr. 1 


*Subject to Federal Narcotic Regulations 


Simple headache 
cheumatic conditions 
arthralgias 
myalgias 
common cold 
“toothache 
earache 
dysmenorrhea 
neuralgia 
minor trauma 
tension headache 
premenstrual tension 
sninor surgery 
post-partum pain 
trauma 
organic disease 
muscle spasm 
bolle 
‘Migraine 
musculo-skeletal pains 
postdental surgery 
post-partum involution 
fractures 
synovitis /bursitis 


relief of pain 
of all degrees of 
Severity up to 
which 
requires morphine 


AND IN 
fevers 


unproductive coughs 


BURROUGHS WELLCOME & CO. (U.S 


# 
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Your experience and trust throughout the 
years have established the wide use of the 
‘Empirin’ family in medical practice— 
dependable analgesics for the effective relief 
of pain, fever, and cough—with safety. 


; 


‘-EMPIRAL™ 


per 
WELLCOME & 60. 


Limpirin’ 
yound 
~ “CODEMPERAL No. 3 
piron 
round Compound 


No. 4 


BURROUGHS WELLCOME & CO. (U.S.A.) INC. 


Tuckahoe, New York 


Triumph 
over PAIN a + 
PAINS 
— 


ADVERTISEMENTS 


Diagnostic 


Quandaries 
Gall Bladder Disease? 


Colitis? 


Chronic Appendicitis? 


Rheumatoid Arthritis ? 


DISEASE that is frequently 
A overlooked in solving diag- 
nostic quandaries is amebiasis. 
Its symptoms are varied and 
contradictory, and diagnosis is extremely 
difficult. In one study, 56% of the cases 
would have been overlooked if the routine 
three stool specimens had been relied on.! 


Another study found 96% of «= group 
of 150 patients with rheumatoid arthritis 
were infected by E. histolytica. In 15 of 
these subjects, nine stool specimens were 
required to establish the diagnosis.’ 


Webster discovered amebic infection in 
147 cases with prior diagnoses of spastic 
colon, psychoneurosis, gall bladder dis- 
ease, nervous indigestion, chronic appen- 
dicitis, and other diseases. Duration of 
symptoms varied from one week to over 
30 years. In some cases, it took as many 
as six stool specimens to establish the 
diagnosis of amebiasis.’ 


Now treatment with Glarubin provides 
a means of differential diagnosis in sus- 
pected cases of amebiasis. Glarubin, a 
crystalline glycoside obtained from the 
fruit of Simarouba glauca, is a safe, effec- 
tive amebicide. It contains no arsenic, 
bismuth, or iodine. Its virtual freedom 
from toxicity makes it practical to treat 


Regional Enteritis ? 


suspected cases without undertaking dif- 
ficult, and frequently undependable, stool 
analyses. Marked improvement following 
administration of Glarubin indicates path- 
ologically significant amebic infection. 


Glarubin is administered orally in tablet 
form and does not require strict medical 
supervision or hospitalization. Extensive 
clinical trials prove it highly effective in 
intestinal amebiasis. 


Glarubin* 


TABLETS 
specific for intestinal amebiasis 


Supplied in bottles of 40 tablets, each 
tablet containing 50 mg. of glaucarubin. 


Write for descriptive literature, bibli- 
ography, and dosage schedules. 
1. Cook, J.E., Briggs, G.W., and Hindley, F.W.: Chronic Ame- 


biasis and the Need for a Diagnostic Profile, Am. Pract. and Dig. 
of Treat. 6:1821 (Dec., 1955). 


2. Rinehart, R.E., and Marcus, H.: Incidence of Amebiasis in 
Healthy Individuals, Clinic Patients and Those with Rheumatoid 
Arthritis, Northwest Med., 54:708 (July, 1955). 


3. Webster, B.H.: Amebiasis, a Disease of Multiple Manifesta- 
tions, Am. Pract. and Dig. of Treat. 9:897 (June, 1958). 


*U.S. Pat. No. 2,864,745 


THE S.E. ASSENGILL COMPANY 


BRISTOL, TENNESSEE 
"EW YORK . KANSAS CITY + SAN FRANCISCO 
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“EASES STRAINS‘ 
& SPRAINS & LOW 
wi BACK PAINS...! 


CARISOPRODOL 
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RELA—a new myogesic for better 
relaxant and analgesic therapy— 
more adept management of 
spasm and pain in strains, 
sprains and low back pains. 


RELA—though asingle drug—is a true 
myogesic and works rapidly 
to achieve three desired effects... 


Rela relaxes acute muscle spasm 
Relief of muscle spasm (96° excellent 
to good effectiveness)! 


Rela provides a unique quality of 

persistent pain relief through 

its relaxant and analgesic actions 
“Relief from pain was usually rapid 

and sometimes dramatic’! 


Rela, through relaxation and analgesia, 
assures daytime ease and nighttime rest 
“... Anumber of patients reported 
freedom from insomnia which they 
attributed to freedom from pain.””! 


indications: RELA is most beneficial in those 
conditions of the musculoskeletal system 
manifesting pain, stiffness and spasm. 

safety: Studies of more than 1400 patients 
indicate that the toxicity of RELA is exceptionally 
low. In human subjects, respiratory, 

blood pressure or blood chemistry changes 
and/or renal, hepatic or endocrine dysfunction 
have not been reported. 

dosage: The usual adult dosage of RELA is 

one tablet 3 times daily and at bedtime. 

RELA has a rapid onset of action, with relief 
usually apparent within 30 minutes, and 
persisting for at least 6 hours. 

supply: RELA is available as 350 mg., pink, 
coated tablets in bottles of 30. 


1. Kuge, T.: To be published. 


*MYOGESIC Movi 
muscle_analyesic HUNG 


relaxant 
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30 ADVERTISEMENTS 


“In our hands it has heen particularly helpful 
in the treatment of staphylococcic disease.’’ 


In difficult staph. infections, a decisive response may be obtained with Ilosone 
in a high percentage of cases. 

In a study! of 105 patients, sixty-four of whom had Staphylococcus aureus 
infections, good results were obtained with Ilosone in 94 percent. Ten subjects 
had previously failed to respond to other forms of chemotherapy. The authors 
concluded that Ilosone “. . . is useful in treatment of a number of common 
infections and has been effective in treatment of a number of less common 
and more serious infections. . . . In our hands it has been particularly helpful 


in the treatment of staphylococcic disease.” 


Ilosone is available in Pulvules®, 125 mg. and 250 1. Smith, 1. M., and Soderstrom, W.H.: 
mg.; Lauryl Sulfate 125 Suspension, 125 mg. J. A. M. A., 170:184 (May 9), 1959. 
(base equiv.) per 5-cc. tsp.; and Lauryl Sulfate 

Drops, 5 mg. (base equiv.) per drop. Usual dosage 

for adults and children over fifty pounds is 250 mg. __llosone® (propionyl erythromycin 
every six hours. ester, Lilly) 


ELI LILLY AND COMPANY -« INDIANAPOLIS 6, INDIANA, U.S.A. 


032535 


QUALITY / RESEARCH / INTEGRITY / 


ARTICLES 


Electric Shock Therapy 


Anesthetic Agents Used Properly Remove 


Unpleasantness and Dangers 


CORA DYCK, M.D., and RAY T. PARMLEY, M.D... Wichita 


THE USE OF MUSCLE relaxants during the adminis- 
tration of electric shock therapy has undeniably 
merited its overwhelming acceptance, and at the 
same time the avidity shown by the patient for the 
use of sodium pentothal immediately before the 
treatment is understandable. The use of these two 
drugs by the team made up of the anesthesiologist 
and the psychiatrist has removed most of the ob- 
jections which arise to this treatment, From the 
standpoint of the physician, it eliminates the possi- 
bility of fractures and muscle tenderness due to 
severe convulsions throughout the organism, and at 
the same time it prevents the accumulation of fear 
with each succeeding treatment. Discussion of the 
technique follows. 

From the point of view of the patient, the tech- 
nique consists only of the introduction of a small 
gauge needle into an arm vein through which so- 
dium pentothal is injected. Sleep comes on in a few 
seconds, the head band is placed upon the patient, 
and the electrical connections are secured. During 
this time succinylcholine is given, and as soon as 
complete muscle relaxation is noted by the anes- 
thesiologist, the electrical impulse is activated. The 
patient awakens subsequently without any knowledge 
whatsoever of what is actually involved in the admin- 
istration of electric shock therapy. There is no 
knowledge of the placement of the electrical con- 
nection and of the fitting of the head band prior to 
the electrical impulse. More important is the lack of 
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the necessity of several attendants holding the pa- 
tient down prior to the stimuli, In fact, none of the 
objectionable features formerly pointed out by  in- 
dividual patients are present when a hypnotic with 
a muscle relaxant is used. 

The pharmacological action of cach of these drugs 


The use of Sodium Pentothal and 
Succinyleholine eliminates much appre- 
hension of the patient towards Electric 
Shock Therapy, and the convulsive con- 
tractions of muscle groups. With such 
potent agents, meticulous control by a 
trained anesthesiologist is desirable. Hf 
this is not available the individual who 
will have the responsibility should have 
specific instruction for this procedure. 
A detailed description of a successful 
plan of procedure is included. 


is profound. However, when they are administered 
by the skilled individual who is familiar with their 
use, the whole picture often tends to become one of 
oversimplification, so that bystanders or occasional 
viewers are lulled into a false sense of security. It is 
essential that every member of the team fully under- 
stands the actions of these drugs. 
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What the Team Must Understand 


First, in the consideration of sodium pentothal, 
one must understand that it is not an anesthetic and, 
when injected into the blood stream, much of it is 
taken almost instantly to the brain, where the loss of 
consciousness is produced. However, as the blood 
carries the pentothal from the brain to the muscles 
and other tissues of the body, the drug is absorbed 
there and the concentration in the brain rapidly drops. 
The dose given is approximately 250 milligrams 
(approximately four grains) and in the average adult 
without electric shock therapy would cause sleep for 
only five to eight minutes. If this amount were given 
over a longer period of time it would bring hardly 
more than drowsiness to the untreated patient; how- 
ever, when it is injected over a period of four or five 
seconds, it causes profound sleep and, in some cases, 
fleeting respiratory paralysis through depression of 
the respiratory center. 

The pharmacological action of succinylcholine, the 
muscle relaxant used, is a complicated one, but it will 
suffice to say here ‘that it causes a block of the elec- 
trical impulse to the muscles which normally results 
in contractions. This takes place at the myoneural 
junction, and as long as this drug is present in a 
therapeutic dose, the striated muscles throughout the 
body are paralyzed. Obviously, if the dose is sufficient 
to bring about muscle relaxation and to prohibit 
contraction so that convulsions are avoided and frac- 
tures cannot occur, it simultaneously inhibits the 
muscles of respiration in an identical fashion. It there- 
fore becomes shockingly clear to the clinician familiar 
with this technique that the profound action of these 
two drugs results in respiratory paralysis through de- 
pression of the respiratory center in the brain on the 
part of sodium pentothal and simultaneous paralysis 
of all muscles of respiration at their myoneural junc- 
tion due to succinylcholine. 


Respiration Dangers 


Many of these patients not only cannot breathe for 
themselves, but it becomes pharmacologically difficult 
to stimulate respiration in them. No amount of elec- 
trical stimulation, no amount of respiratory stimu- 
lants, no time-honored procedure such as rectal dila- 
tion will suffice to move air into the alveoli and 
carry on oxygenation of the patient's tissues. As phy- 
sicians we are all aware of the fact that it is no longer 
necessary for a patient to breathe subjectively to 
carry on oxygenation. All of us are familiar, not only 
through the medical literature but also through the 
lay press, with the cases of individuals who have 
lived in iron lungs for many years, cases which have 
a permanent respiratory problem which is similar to 
this temporary problem described here, Respiratory 


paralysis is then expected in most cases, and is of no 
concern whatsoever to those individuals who are 
skilled in the use of artificial respiration. Thousands 
of patients throughout the surgeries of the world 
daily undergo these same reactions from the com- 
bination of these two drugs. However, the use of the 
combination does necessitate a thorough knowledge 
of the oxygenation of the body tissues in the ab- 
sence of respiration on the part of the patient. With 
this knowledge, these drugs can be utilized quite 
easily and only minimal changes in the patient's 
blood pressure and cardiac action are observed. 

The organism must not be deprived of its normal 
amount of oxygen, nor should it be reduced even 
temporarily. Oxygenation is accomplished by a 
thorough understanding of the art of resuscitation 
and the utilization of any number of devices on the 
market to resuscitate an oxygen-enriched atmosphere 
or pure oxygen into the patient’s lungs. The least 
expensive method is to use a simple bag and mask. 
The bag acts as a reservoir for the oxygen which 
flows from the tanks and the mask makes possible a 
tight fit on the patient’s face. Since this is used for a 
short time only and the flow of oxygen is high 
(eight to ten liters), there is no need for carbon 
dioxide absorption. 

As soon as the patient has lost consciousness, the 
mask is placed on the face and the administration of 
oxygen takes place. After a period of 60 to 90 sec- 
onds the pharmacological action of succinylcholine 
has taken place, and the relaxation throughout the 
body is such that the chest can be expanded by 
gentle pressure on the bag and oxygen can be ad- 
ministered to the patient who is now in respiratory 
arrest. After the patient is well oxygenated, the 
electrical impulse is initiated and treatment is accom- 
plished. Due to the relatively fleeting action of the 
pentothal and succinylcholine, subjective respiration 
is resumed on the part of the patient in two to four 
minutes. The oxygen mask is kept in place and the 
patient resuscitated until such time as he can resume 
spontaneous respiration. These patients are then 
watched and cared for in a routine manner until they 
regain all of their reflexes. 


Eases Apprehension 


Our technique is reported in detail in order to 
acquaint others with the procedure which has proved 
so satisfactory to both the psychiatrist and his pa- 
tient. Originally this technique was worked out for 
poor risk patients or for patients in whom fractures 
were feared because of previous bone surgery or bone 
metastasis. There were also patients who refused 
further treatment because of apprehension and this 
technique was developed to reassure them. Its use 
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has now been accepted by both the psychiatrist and 
the patient and has been adopted as a routine. 


Procedure 


The procedure is as follows. The team is com- 
posed ot the psychiatrist and anesthesiologist, four 
attendants (nurses, nurses’ aides, or orderlies) to help 
position the patient and care for him in the usual 
manner by holding his shoulders, arms and legs. 
Equipment consists of syringes for the administration 
of sodium pentothal and succinylcholine separately, 
a source of oxygen with a bag and mask as pictured, 
one oral airway and the usual bite blocks provided 
by the department of psychiatric medicine. Treat- 
ment begins with the anesthesiologist and one nurse 


entering the room and, after reassuring the patient, 
administering 150 to 350 milligrams of sodium pen- 
tothal five per cent solution, the amount depending 
upon the age, weight, and condition of the patient. 
The pentothal syringe is removed from the needle, 
which is left in the vein, and 20 to 40 milligrams 
of succinylcholine are administered from a syringe 
attached to the same needle, which may then be re- 
moved from the vein. The appointed member of the 
team and his assistant place the head band for the 
electrodes on the patient, the electrodes are put in 
position, and each person takes his place beside the 


patient while the psychiatrist and the anesthesiologist 
watch for depolarization (muscle fasiculation) , which 
is the sign for the administration of the electric 
shock. In the meantime the anesthesiologist has, as 
soon as the needle is removed from the arm, placed 
the face piece on the patient and resuscitation is be- 
gun. Because the anesthesiologist is often the first to 
know through changes in the resistance of the pa- 
tient’s lungs to resuscitative measures, in addition to 
muscle fasiculation, that full relaxation has come 
about, it is at his signal that the electrical impulse 
is set off and electric shock is completed. The anes- 
thesiologist holds the chin during the electric shock, 
just as the other members of the team hold the 
shoulders, legs and arms so that the patient is fully 
attended. If adequate amounts of succinylcholine have 
been given, the only signs of a convulsion may be a 
turning up of the big toes and a slight quiver of the 
chin muscles, this latter felt by the anesthesiologist’s 
hand. 


Resuscitation Should Be Continued 


After the treatment is completed, resuscitation is 
continued for half a minute or a minute in order to 
be certain that no anoxia is present. The mask is 
then removed and time is given for the patient to 
regain his own respiration, This usually takes place 
within a period of two minutes but it should be 
pointed out that, unless resuscitation is stopped, the 
patient will often not regain his own respiration for 
five, 10 or even 15 minutes. This comes about be- 
cause of hyperventilation through the resuscitation 
and the removal of so much carbon dioxide from the 
patient’s blood that the respiratory center is not 
stimulated. If the patient is allowed to build up car- 
bon dioxide, he will begin to breathe again as soon 
as the pentothal level drops in the brain and as soon 
as electrical conduction is regained at the myoneural 
junction. If these are not restored within two to 
three minutes, the patient is again resuscitated and 
afterward again allowed to regain his own respira- 
tion, and this is repeated at intervals until respiration 
is restored. It should again be pointed out that little 
concern need be felt over the fact that the patient is 
not breathing spontaneously at the end of the shock. 
When spontaneous respiration occurs, the patient is 
turned on his side and, after careful inspection of 
pulse and respiration, he is left in the care of a nurse 
while the team proceeds to the next room. 


Conclusion 


In conclusion, mention should be made that this 
technique is safe for the poor risk patient, one who 
has had bone surgery, or one in whom metastatic 
carcinoma to the bones is suspected. There is no need 
for post shock x-rays, The patient does not see the 
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equipment and does not dread the next shock. No 
muscle tenderness is experienced the following day 
and adequate protection is provided against accidents 
or anoxia. It should be made abundantly clear to 
those interested in the procedure, however, that while 
it is a simple one in the hands of those trained to 
carry it out, the profound action of these drugs 
demands a discipline on the part of those adminis- 
tering them far in excess of that demanded by other 
drugs ordinarily used in the physician’s daily practice. 

In areas where anesthetists or anesthesiologists are 
not available, it would be quite possible for this 
technique to be mastered by the psychiatrist. How- 
ever, meticulous attention must be given to the care 
of the equipment, and an oxygen supply and other 
details must be attended to ritualistically. Some one 
person must take this responsibility. It cannot be 
left to the nurses on the floor or to others who can 


throw off responsibility by saying they had forgotten, 
or that they had intended to do thus and so. The 
profound pharmacological action of these drugs ob- 
viously removes the possibility of any alternative 
except adequate resuscitation, In areas where the need 
for this technique is present, the psychiatrist should 
approach the anesthesiologist on a consultant basis 
and work out the problem just as all other medical 
problems in a community are solved. 

It is not sufficient for the anesthesiologist to limit 
his practice to the surgical floor; it should be clear 
to him that this type of anesthesia is also one of his 
community responsibilities. He must either take care 
of it himself or aid in the training of those who will 
be able to provide this service for the patient. 
Department of Anesthesiology 


St. Francis Hospital 
Wichita 5, Kansas 


Voluntary Check-Ups Reveal High Rate of Disease 


Voluntary physical examinations uncovered a high rate of disease among the apparently 
healthy general population as well as a select group of business executives, separate 


studies showed today. 


Both studies were published in the Journal of the American Medical Association. 

Taken together they emphasize not only the value of periodic check-ups but the doctor's 
increasing concern with maintaining the health of the physically fit. 

In the first study, 92 per cent of 10,709 apparently healthy persons given overall ex- 
aminations at Tulane University School of Medicine, New Orleans, were found to have 
“disease or abnormalities of varying significance.” 

Much of the disease was in the early stages. Less than 1 per cent had malignancies, 


or serious disease. 


The persons accepted for examination during a 12-year period from 1946-58 con- 
sidered themselves well and had not been checked over by a doctor in the preceding six 
months. They represented all socio-economic levels and many occupations. The majority 
were between 30 and 49 years of age, and 75.5 per cent were women. 

The type of examination was one that could be carried out in a doctor’s office, the 
author of the article, Dr. Joseph E. Schenthal, pointed out. 

Dr. Schenthal said the study was part of the current trend in medicine to find out more 


about the well person. 


“With heart, vascular, and malignant diseases as leading causes of death, attention 
has been concentrated on the detection and treatment of these conditions early in the 


natural course of development,” he said. 


In the second study, 1,513 business executives underwent physical examinations and 
previously unrecognized diseases were discovered in 40 per cent. 

The newly found disease ‘was believed capable of resulting, if unchecked, in death or 
major disability in over one-half” (57 per cent) of that number, the Journal article said. 

“In one-third (34 per cent) it was judged capable of producing minor disability, 
while in the remaining 9 per cent the disease was judged insignificant. 

“The high prevalence of potentially serious disease in members of the ‘executive’ 
category who are of favorable socio-economic and educational status makes it reasonable 
to expect an even higher prevalence of serious latent disease in the population at large.” 
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Jejunogastric Intussusception 


—Fortunately Not Common but a Serious Complication Of 


JAMES SCOTT, M.D., Dwight, Illinois 


JEJUNOGASTRIC INTUSSUSCEPTION IS A major com- 
plication following gastroenterostomy or partial 
gastrectomy. It is unusual! but by no means rare. 
Bozzi was credited with the first case report in 1914. 
In 1954, Palmer estimated the number of documented 
cases to be about 125 and he also compiled an ex- 
tensive bibliography. His figures are well exceeded 
today. 

The intussusception may occur in an anterograde 
or a retrograde manner, affecting either the afferent 
or the efferent loop or both. The retrograde type is 
by far the most common following simple gastroen- 
terostomy and is the only kind ever observed follow- 
ing partial gastrectomy. In 1955, Smith was able to 
collect only 17 cases of jejunogastric intussusception 
following partial gastrectomy but the number of re- 
ported cases is rapidly increasing. The retrograde in- 
vagination was most frequently associated with the 
posterior Polya type anastomosis. 

The mechanism of jejunogastric intussusception is 
poorly understood. It was never associated with a 
tumor or an ulcer, and functional factors like hyper- 
motility, antiperistalsis, segmental spasm, and _post- 
operative atony were blamed, Intussusception was 
observed with or without vagotomy. It was described 
in all age groups following gastroenterostomy. As a 
tule, it has appeared several years following opera- 
tion but it was also observed in the early postopera- 
tive period. The length of the affected small intestine 
has ranged from a few centimeters to two meters. 


Clinical Course 


The clinical picture is that of a chronic, inter- 
mittent “‘stomal dysfunction” or, more frequently, of 
an acute obstruction. Upper abdominal pain, cramps, 
vomiting, and hematemesis were the predominant 
symptoms. An epigastric mass was present in some 
instances. Death may be caused by hemorrhage, ob- 
struction, or by gangrene of the small intestine. The 
roentgenological picture is pathognomonic in most 
cases and the diagnosis is not difficult if this possi- 


This article was prepared while Dr. Scott was at the 
Veterans Administration Consolidated Center, Wadsworth 
Division’s Department of Surgery in Wadsworth, Kansas. 
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Gastrojejunal Anastomoses 


bility is kept in mind. In typical cases, a rounded 
radiolucent mass is demonstrated at the gastric stoma 
consisting of whirls of edematous small bowel 
mucosa. The gastroscopic picture is also diagnostic 
but gastroscopy has been performed infrequently. 


Treatment 


Many cases did not require surgical intervention. 
Spontaneous reduction of the intussusception was ob- 
served in several cases during serial fluoroscopic ex- 
aminations and after decompression of the stomach 


Jejunogastric intussusception is an 
unusual complication of gastroenteros- 
tomy. It is rare following partial gastrec- 
tomy. 

One case of an acute jejunogastric 
intussusception is reported in a 62-year- 
old man, ten years following a fartial 
gasirectomy and a posterior Polya type 
anastomosis. 


by a gastric tube. Persistent obstruction, bleeding, and 
the danger of gangrene, however, make surgical ex- 
ploration necessary. In the majority of the cases, a 
simple reduction of the intussusception may be sufh- 
cient. Fixing of the jejunal loop, resection of the 
affected segment, partial gastrectomy in case of 
simple gastroenterostomy, narrowing of the stoma 
and conversion of the posterior anastomosis into an 
anterior one were described as corrective measures. 

It seems that they are all successful in preventing a 
recurrence. It was observed, however, that many 
patients continued to have some epigastric discom- 
fort, nausea, or loss of weight even after a successful 
operation. 


Case Report 


A 62-year-old white man was admitted in July 
1958 complaining of nausea, vomiting, and abdomi- 
nal pain of three days duration. He also experienced 
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some retrosternal distress. In 1948, he had a partial 
gastrectomy for a benign lesion of the antrum. Fol- 
lowing surgery, occasional postcibal pain developed 
in the epigastrium. The physical examination re- 
vealed a well nourished, acutely ill, and confused 
patient. The mucous membranes were dry. There 
was moderate tenderness in the upper abdomen. The 
abdomen was otherwise soft and bowel sounds were 
present. The white blood cell count was 7,800 per 
cmm. blood. 

Differential count: neutrophils 93 per cent, 
lymphocytes 6 per cent, eosinophils 1 per cent. The 
hemoglobin was 12.9 gm, per 100 ml. of blood; the 
hematocrit was 45 v.p.c. The specific gravity of the 
urine was 1,030. Blood chemistry studies done on the 
day following admission were within normal limits 
except that the plasma bicarbonate was 21 mEq/L 
and the chlorides 107 mEq/L. During the next 24 
hours, three liters of thick, foul-smelling gastric con- 
tents were obtained by the gastric tube. Following 
the administration of intravenous fluids, the clouded 
sensorium became clear, A barium study of the upper 
gastrointestinal tract revealed a round, radiolucent 
filling defect at the stoma causing the obstruction 
(Figure 1). 

Although the patient felt much better and the 
epigastric pain subsided, an abdominal exploration 


Figure 1. The preoperative barium study revealed a 
greatly distended gastric stump. The stoma was ob- 
structed by a found radiolucent mass exhibiting a con- 
centric whirled pattern. 


was performed. The gastric stump was greatly dilated. 
A posterior Polya type anastomosis was found but 
there was no evidence of an obstructing mass. The 
proximal jejunal loop was normal. The distal loop 
was edematous and injected for a length of 30 cms. 
It could be a easily invaginated into the stomach 
producing a mass similar to that observed on the 
x-ray. It seems that the efferent loop intussuscepted 
into the gastric stump in a retrograde manner caus- 
ing an acute obstruction, Following the decompres- 
sion of the stomach by the gastric tube, the intus- 
susception had become reduced. 

The large stoma was partially closed to prevent a 
recurrence. The postoperative course was uneventful. 
X-ray follow-up examination revealed a well func- 
tioning stoma and the patient was discharged two 
weeks following surgery in good condition. Occa- 
sional mild, postcibal pain, however, continued to 
occur. 


Veterans Hospital 
Dwight, Illinois 
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Serum Enzymes as Diagnostic Aids 


Serum Lactic Dehydrogenase, Malic Dehydrogenase, 
Glutamic-Oxalacetic Transaminase, and Glutamic-Pyruvic 
Transaminase in a Large Series of Patients 


LEITHA D. BUNCH, M.A., and G. LOREN NORRIS, M.D., Winfield 


THAT SERUM GLUTAMIC-OXALACETIC transaminase 
(SGO-T), glutamic-pyruvic transaminase (SGP-T), 
and lactic dehydrogenase (LDH) are being used 
extensively is evident from the wealth of literature 
on these serum enzymes. Malic dehydrogenase 
(MDH) has not been as widely used clinically as 
the other three serum enzymes, Harper has reviewed 
the literature up to July 1, 1957, on the use of serum 
enzymes as diagnostic aids.1 A few papers not cov- 
ered by this author that are especially pertinent to 
our work will be cited here. MDH and SGO-T ac- 
tivities were measured by Bing and his associates in 
dogs following experimental infarctions. LaDue 
shows serial data for SGO-T, SGP-T, and LDH in 
patients with heart muscle damage. Linde has com- 
pared the patterns of SGO-T, SGP-T, and LDH in 
serum and tissue extracts in cardiac and hepatic dis- 
eases. Chinsky, Wolff, and Sherry compared SGP-T 
and SGO-T in 150 individuals with various dis- 
eases, especially in patients with cardiac and hepatic 
damage. They stated that SGP-T assay was most use- 
ful as an adjunct in the interpretation of an elevated 
SGO-T level. Wroblewski reported that alterations 
in serum alkaline phosphatase, SGO-T and SGP-T 
were useful in identifying the etiology of jaundice. 

We have measured LDH, MDH, SGO-T, and 
SGP-T in a variety of disease states, taking serial data 
in order to follow the changes of the enzyme levels 
during the course of the illness. The results of these 
studies in 283 patients are reported here. 


Methods and Materials 


SGO-T and SGP-T were determined by the method 
of Karmen, ef al. with the modifications described 
by us earlier.1° LDH activity was measured by the 
method of White and MDH activity by that of Bing. 
All the above named enzymes were determined by 
the use of the Beckman DU spectrophotometer.? 


From The H. L. Snyder Memorial Research Foundation, 
Winfield, Kansas. This study was supported in part by a 
Grant-in Aid, Kansas Heart Association. 

* After this manuscript was completed, a comprehensive 
review of serum transaminase by Wroblewski was published. 

? Recently we have compared values determined in the 
Beckman DU spectrophotometer with those determined in 
the Macalaster-Bicknell adapted photometer. The latter in- 
strument is satisfactory for clinical use except for highly 
jaundiced or lipemic sera. 
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Other biochemical data were taken to evaluate fully 
the condition of the patient. The particular tests done 
will be indicated in ‘Results’ along with references 
to the method used for the analysis. Normal values for 
SGO-T, SGP-T, LDH, and MDH were determined, 
using serum from healthy individuals, not necessarily 
in the basal state. Normal values for the other chemi- 
cal characteristics had been determined earlier in our 
laboratory. Except for the initial studies on some 


LDH values have been determined in 
283 patients with a variety of diseases. 
Parallel MDH, SGO-T and SGP-T data 
were taken in many of these individuals. 
MDH activity closely paralleled that of 
LDH in all conditions. LDH is the pro- 
cedure of choice due to some technical 
disadvantages in the MDH technique. 


patients with a provisional diagnosis of acute myo- 
cardial infarction, all blood samples from patients 
were drawn with the individual under basal con- 
ditions. As the clinical state of a patient changed, 
biochemical studies were repeated. 

Two special groups of patients were studied, one 
with known or suspected acute myocardial infarc- 
tions and the second with acute or chronic liver dis- 
eases. Other subjects were selected at random from 
our medical and surgical services, 

The results and the conditions studied are sum- 
marized in Table 1. The ratios given in Table 1 are 
the number of patients with enzyme values above 
normal—the number of patients studied. If activities 
above normal were observed in the group, the maxi- 
mum value is given in parentheses. Data for healthy 
individuals are shown at the bottom of the table. 


Heart Diseases 
Acute Myocardial Infarctions 


As indicated in Table 1 of 44 patients studied 
with acute myocardial infarctions, 44 had elevated 
LDH values. Fifteen of 16 studied had MDH values 
above normal; 41 of 44 had elevated SGO-T; and 
15 of 37 had elevated SGP-T values. Of the three 
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individuals with normal SGO-T activity, one was not 
studied until three days after the infarction, and the 
time of the attack could not be established in either 
of the other two individuals. 

In Table 2 serial data are given for ten patients 
with acute myocardial infarctions, If LDH and MDH 
values are compared for any one patient, it can be 
seen, that in general, the two enzyme levels are 
parallel but are not related to each other by a con- 
stant. In a few serum samples MDH was normal 
while LDH was elevated. For example, Patient one 
did not have an elevated MDH on either of two 
occasions studied, although LDH and SGO-T were 
elevated. Patient four had a normal MDH value cn 
the tenth day, at which time, LDH was twice normal. 
Patient seven had normal MDH on the third day 
with an LDH value of 196 units. Lesser discrepan- 
cies are seen in other individuals. LDH remained 
elevated several days longer than did SGO-T in 
Patients three, four, nine, and ten. Patient seven did 
not have an elevated SGO-T at any time but it is 
to be noted that he was not studied until three days 
after the infarction, SGP-T values were not increased 
as much as SGO.-T by an infarction and the determi- 
nation is of little direct value in the diagnosis of 
cardiac necrosis. SGP-T levels help to evaluate the 
clinical course of a cardiac patient. An increased 
value, with decreasing SGO-T and LDH activities, 
may be indicative of passive congestion of the liver. 


Other Heart Diseases (Table 1) 


Thirty-seven individuals were studied who were 
suspected of having had heart attacks, but no heart 
disease was found. In two of these 37 patients, 
slightly elevated LDH values were found, 116 and 
119 units, respectively. These values were normal 12 
to 24 hours later. No organic disease was found in 
either of these two people. All SGO-T values were 
normal in these 37 patients, as were SGP-T and 
MDH in the samples so analyzed. At least two 
serum samples were taken from each subject 12 to 
24 hours apart. The results on patients with con- 
gestive failure, coronary insufficiency and other heart 
abnormalities are tabulated in the summary of con- 
ditions studied (Table 1). The highest value in these 
three groups was 124 LDH units in a patient with 
cardiac decompensation. All enzyme values except 
LDH were within the normal range. 


Comments on Patients With Cardiac Diseases 


That LDH activity remained elevated longer than 
SGO-T following acute myocardial infarction is in 
agreement with data of LaDue, White, and others. 
Durant, Bowers, and Twaddle found that LDH 
values offered little additional aid in establishing the 
diagnosis of myocardial infarctions. Our observation 


that SGP-T is less affected in this condition than 
SGO-T or LDH is the common experience of other 
investigators.®» 7 In some patients (detailed data not 
shown), we found a slight elevation in SGP-T five 
days or longer after an infarction, This increase 
accompanied the development of passive congestion 
of the liver. A similar observation has been made 
by Chinsky, Wolff, and Sherry. Bing, Castellanos, and 
Siegel found that MDH values were increased in pa- 
tients with myocardial infarction, reaching peak ac- 
tivity about 24 hours after the onset of pain. They 
found the incidence of increased activity about the 
same for MDH and SGO-T. MDH determinations 
have not been as widely used as LDH or SGO-T. The 
reports by Bing and his associates are the only ones 
showing the clinical application of this enzyme that 
have come to our attention. In our data comparing 
LDH and MDH values, the similarity is remarkable. 
One disadvantage to the MDH determination is the 
instability of the substrate, oxalacetic acid. A second 
drawback to the test is the lack of specificity. Bing, 
et al. points out that the reaction is not specific due 
to the conversion of oxalacetic acid to products other 
than malic acid during the test period. Vesell and 
Bearn investigated the heterogeneity of MDH and 
LDH in human serum. Both enzymes are located 
in three distinct electrophoretic fractions of serum 
proteins, and two of the three peaks seem to be 
equally active in MDH and LDH activity. The au- 
thors suggest that the multiplicity of the dehydrogenase 
enzymes in serum should be considered in evaluating 
enzyme »bservations in disease states. Elevated SGP- 
T values were not specifically related to myocardial 
damage, but were found useful in following the 
course of a patient after an infarction, Elevated SGP- 
T values may indicate liver cell damage secondary to 
cardiac insufficiency. 

Wroblewski and Manso have found that ethyl bis- 
coumacetate and bishydroxycoumarin may significantly 
alter SGO-T, SGP-T and LDH activities. They found 
that usually the effect of anticoagulants was charac- 
terized by greater increase in SGP-T than SGO-T ac- 
tivity. This often permitted the differentiation of a 
drug-induced elevation from those accompanying 
myocardial necrosis. 

We have found the use of LDH and SGO-T more 
valuable than the use of either test alone in the diag- 
nosis of myocardial necrosis. The strategic addition 
of SGP-T data may give information regarding he pat- 
ic tissue injury. MDH determinations have not been 
of any added value and have been discontinued in 
our laboratory. 


Liver Diseases 


A total of 32 patients were studied with various 
liver diseases. The results are summarized in Table 1. 
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TABLE 1 
SUMMARY OF CONDITIONS STUDIED AND RESULTS 
No. Above Normal/No. Studied 
(Maximum Abnormal Values) 
LDH MDH SGO-T SGP-T 
UNITS UNITS UNITS UNITS 
Heart Diseases: 
Acute myocardial: infarctions. 44/44 15/16 41/44 15/37 
(740) (350) (460) (127) 
Suspected myocardial infarctions, no heart disease found 2/37 0/4 0/37 0/26 
(119) 
Con gestive 1/4 0/1 0/4 0/4 
(116) 
(124) 
(119) 
Liver Diseases: 
(476) (167) (2140) (1917) 
(201) (310) (209) 
(309) (200) (116) 
(184) (67) (46) 
Toxic hepatitis (includes chlorpromazine) ............. 3/4 0/1 4/4 4/4 
(358) (340) (455) 
(392) (193) (235) (210) 
(359) (262) (210) 
(371) (217) 
(482) 
(155) 
Paroxysmal intermittent hematuria ................000005 1/1 1/1 1/1 0/1 
(860) (307) (58) 
Memolytic reactions to 1/1 — — — 
(156) 
(1690) (1260) (2000) (525) 
Central nervous system diseases (includes cardiovascular ac- 
(32) (30) 
Unclassified (includes general infections, skin diseases, and 
(149) (45) 
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The patients are classified according to the type of 
liver pathology. The number of patients with elevat- 
ed enzyme values, the number studied, and the 


TABLE 2 
ACUTE MYOCARDIAL INFARCTIONS 


Days 
Patient AfterIn- LDH MDH _ SGO-T SGP-T 


No.  farction Units Units Units Units 

1 <¥, 148 60 36 19 

3 176 40 58 a= 

2 585 327 312 
2 Deceased 

3 1 154 107 39 14 

2 205 127 42 —- 

3 186 90 36 — 

4 188 93 26 — 

6 156 90 20 — 

9 100 90 14 6 

4 Y, 306 177 138 51 

<1 315 190 170 — 

1 528 250 192 63 

2 418 210 63 38 

4 252 120 pL 57 

6 184 113 38 67 

10 222 53 27 52 

17 62 60 16 2 

31 73 40 12 21 

5 3 195 100 55 13 

4 167 100 39 _ 

5 98 90 29 — 

7 178 100 61 37 

13 125 70 48 57 

18 90 67 36 33 

30 73 33 24 24 

39 72 40 21 11 

6 <i, 118 75 27 6 

1 451 320 295 — 

Zz 512 350 200 — 
4 Deceased 

7 > 196 70 18 aa 

4 172 97 15 9 

7 141 47 15 9 

10 103 60 15 11 

18 68 43 14 14 

8 1 359 250 317 — 

2 522 290 288 48 

3 562 270 

5 397 190 42 33 

7 267 140 51 63 

9 226 140 35 53 

12 149 90 21 36 

14 108 80 19 28 


22 Deceased 


TABLE 2—Continued 
ACUTE MYOCARDIAL INFARCTIONS 
Days 
Patient AfterIn- LDH MDH _ SGO-T SGP-T 
No.  farction Units Units Units Units 
9 Y, 188 240 41 
1 386 330 111 — 
2 398 227 56 12 
6 212 117 22 —_— 
11 156 127 29 — 
14 95 _ 16 21 
19 83 67 16 12 
10 1 235 147 55 — 
3 171 150 24 a 
5 115 83 16 11 
11 82 — 19 
21 82 14 
Healthy 
controls: 
Mean 79 56 15 11 
Range 35-110 40-80 10-30 5-25 
No. 70 31 107 67 


highest value observed in each category is shown. 
Serum transaminase activities are very high in hepa- 
titis. The maximum SGO-T value observed in our 
patients was 2,140 units and the maximum SGP-T was 
1917 units, not in the same patient. In those patients 
in whom transaminase values are not more than two 
or three times normal, LDH activity is usually not 
increased. In the two patients studied for both LDH 
and MDH content, the values were proportional. 

Serial data on representative patients with the 
various types of liver diseases are given in Table 3. 
Data for serum cholinesterase (ChE), bilirubin, 
cephalin flocculation, and alkaline phosphatase are 
also given, Normal values for these characteristics 
are shown at the end of the table. 


Infectious Hepatitis 


Ten patients were studied serially who had infec- 
tious hepatitis. SGO-T and SGP-T were elevated in 
each case. Detailed data are shown for two patients 
with infectious hepatitis in Table 3, Patients 11 and 
12. Patients 11 had higher SGP-T than SGO-T until 
the values became normal. At the time SGP-T was 
maximum, 1917 units (75 times normal), LDH 
was only 288 units, or less than three times normal. 
In Patient 12, SGP-T values were higher than SGO-T 
except in the first sample. It is the usual pattern in 
infectious hepatitis for SGP-T to be higher than 
SGO-T, The MDH values in Patient 12 are elevated 
in the same serum samples as LDH. The other liver 
function tests in these two patients are consistent 
with the diagnosis. 
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Obstructive Jaundice 


As indicated in Table 1, nine patients were studied 
who had obstructive jaundice. SGO-T was elevated 
in each patient and SGP-T in all except one. It can 
be seen that the degree of elevation of either trans- 
aminase is much less in this liver disorder than in 


infectious hepatitis. In six of the nine patients, 
SGO-T was higher than SGP-T. LDH values were 
elevated in only three of the nine individuals; MDH 
was normal in the two patients in whom it was 
measured, with LDH normal in the same sample. 
Patients 13 and 14 (Table 3) illustrate the results 
of the enzyme and other laboratory tests in patients 


TABLE 3 
LIVER DISEASES 


Alk. 
Phos- 
Patient Dayof LDH MDH SGO-T SGP-T ChE Bilirubin Ceph. phatase 
No. Diagnosis Study Units Units Units Units | Units Mg/100 MI Flocc. Units 
11 Infectious hepatitis 1 240 a 553 1093 1.64 11.1 4h 14.4 
13 288 — 1592 1917 Eas 28.8 4 12.8 
36 100 —_ 191 268 1.61 8.6 At 12.0 
79 102 — 25 12 1.81 1.0 3+ 4.2 
12 Infectious hepatitis 1 278 160 790 590 1.52 12.1 dy 12.4 
7 172 3 225 530 1.42 8.9 At 16.4 
106 67 76 109 4.2 10.5 
25 73 —_ 36 40 2.02 2.2 At 6.4 
48 — — 31 11 1.50 io 1+ 5.0 
_ 19 07 0 4.5 
13 Obs. jaundice 1 123 —_ 200 139 2.00 2.3 2+ 62.8 
3 201 _ 310 163 2.12 4.9 1+ 85.0 
14 Obs. jaundice 1 83 — 78 79 1.82 2.0 2+ 26.6 
2 Surgery 
4 65 _ 23 38 1.60 1.0 1+ 16.1 
15 Cirrhosis, Laennec’s 1 68 — 181 29 1.89 12.6 1+ 31.6 
13 56 —_ 61 8 0.98 18.5 3+ 12.9 
20 — — 46 15 1.21 20.0 1+ 16.1 
2 78 — 37 11 0.91 15.9 4+ 12.5 
24 Deceased 
16 Cirrhosis, Laennec’s 1 105 — 107 28 0.95 5.8 3+ 23.2 
ae 67 — 61 20 0.78 7 io 2+ 19.8 
40 — —_— 50 19 1.40 1.8 3+ 17.7 
103 71 —_— 34 16 1.98 1.0 1+ 18.5 
162 60 _— 30 21 1.86 0.9 0 18.6 
17 Cirrhosis, cardiac 1 117 _ 45 46 1.68 3.0 1+ Lis 
2 142 — 44 31 0.90 0.4 1+ 8.6 
22 58 — 16 16 1.42 0.5 1+ 9.0 
18 Cirrhosis, cardiac 1 138 = 33 16 1.67 2.0 0 12.6 
13 159 — 46 13 1.34 4.0 1+ 13.7 
27 107 — 35 12 2.04 ¥.2 1+ 13.8 
19 Toxic hepatitis 1 209 — 340 455 2.10 4.2 3+ 19.8 
5 85 — a 157 2.07 0.2 1+ 34,2 
20 Toxic hepatitis 1 358 — 51 107 1.05 1.4 1+ 36.4 
Healthy controls: Mean 79 56 15 11 2.32 _ — 5.7 
Range 35-110 40-80 10-30 5-25  1.50-3.00 0-1.0 0-1+ 3.0-10.0 
No. 70 31 107 67 376 _ —_ 140 
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with biliary obstruction due to stones. In some pa- 
tients with early obstruction, bilirubin was elevated 
before serum transaminase values became abnormal 
(data not shown). In Table 3, it can be seen that 
the two patients with obstructive jaundice have higher 
serum alkaline phosphatase values than the two pa- 
tients with infectious hepatitis. This is the common 
pattern. 


Laennec’s Cirrhosis 


In our series are seven patients with Laennec’s 
cirrhosis (Table 1). In all patients both serum trans- 
aminases showed some elevation at the height of 
ihe illness, although in some samples, the increase 
was very slight. SGO-T was relatively more affected 
than SGP-T in all instances. Three of the seven pa- 
tients had elevated LDH values, the highest being 
309 units. This LDH level was uncommonly high 
for cirrhosis, especially in view of the SGO-T of 81 
and the SGP-T of 31 units. MDH was determined in 
only one patient, on two occasions, The values were 
normal and LDH values were normal in these same 
serum samples. The highest SGO-T in this group 
was 200 and the highest SGP-T was 116, in the 
same serum sample, Patients 15 and 16 in Table 3 
illustrate the findings in this liver pathology. Patient 
15 died and Patient 16 responded well to treatment. 
In both of these individuals, SGO-T was two to 
four times normal at the time the patient came under 
observation, but SGP-T was always less than 30 units. 
Serum ChE values are more indicative of the clinical 
course of Patients 15 and 16 than any other bio- 
chemical characteristic shown here. Serum albumin, 
as determined by paper strip electrophoresis (data 
not shown) paralleled serum ChE values in all pa- 
tients with Laennec’s cirrhosis. 


(Cardiac Cirrhosis 


Two patients with cardiac cirrhosis were studied. 
Serial data on both of these individuals is included 
in Table 3, Patients 17 and 18. In Patient 17, SGO-T, 
SGP-T and LDH are each slightly elevated, while 
‘in Patient 18, SGP-T is normal. The serum enzymes 
:and other biochemical characteristics are very similar 
'for cardiac and Laennec’s cirrhosis. 


Toxic Hepatitis (Chlorpromazine) 


Four patients with early Thorazine toxicity were 
studied. Three of the four had elevated LDH values. 
MDH determinations were not done. All patients 
had some elevation of SGO-T and SGP-T. Patients 
19 and 20 (Table 3) are examples of the findings 
in mild toxicity due to chlorpromazine, Serum alka- 
line phosphatase is relatively higher than bilirubin 


in these two individuals. From our observations we 
3 


have the impression that LDH is higher in rela- 
tion to SGO-T and SGP-T in Thorazine toxicity than 
in hepatitis or extra hepatic obstruction. A compari- 
son of the data (Table 3) illustrates this point. Serum 
transaminases may show elevations due to Thorazine 
toxicity before serum bilirubin or alkaline phos- 
phatase values are affected (data not shown). 


Comments on Patients With Liver Diseases 


The highest SGO-T and SGP-T values observed 
have been in patients with infectious hepatitis (Table 
1). SGO-T would be better than SGP-T as a screen- 
ing test for liver disease, but serial changes in the 
two enzymes give useful information for the differ- 
ential diagnosis of the type of liver disease. We 
found that SGP-T values are usually higher than 
SGO-T in patients with infectious hepatitis. This 
agrees with the work of Wroblewski and Chinsky, 
et al. LDH values are much less affected in hepatitis. 
In serum samples with transaminase levels 50 to 70 
times normal, LDH values are only four to five times 
normal. In obstructive jaundice, serum transaminase 
values are elevated, but they are much lower than in 
hepatitis. LDH values are inconsistently elevated in 
biliary obstruction. In our small series of patients 
with obstructive jaundice, we found no consistent 
pattern as regards the relative elevations of SGO-T 
and SGP-T. Wroblewski found SGP-T was higher 
than SGO-T in his patients with biliary obstruction. 
Chinsky and associates noted a slight tendency for 
SGP-T to be higher than SGO-T, but this was not 
as pronounced as in viral hepatitis. In our patients 
in whom parallel determinations of LDH and MDH 
were made, the two values were very similar in their 
relative increase above the normal value. In Laennec’s 
or cardiac cirrhosis, SGO-T is slightly elevated. 
SGP-T activity is less affected and may be normal. 
Serum transaminase values are similarly affected by 
primary and secondary cirrhosis. Our findings in 
liver cirrhosis are in agreement with those of other 
investigators.” 8 

In our four patients with toxic hepatitis, SGO-T, 
SGP-T, and LDH were elevated. The degree of ele- 
vation of LDH was greater for the corresponding 
transaminases than was found in other types of liver 
disease. Our results were not consistent in the re- 
lationships between SGO-T and SGP-T. Wroblewski 
found SGP-T higher than SGO-T in his patients 
with hepatotoxic jaundice, Chinsky, et al. also found 
SGP-T generally higher than SGO-T in Thorazine 
jaundice. 

We have found SGO-T determinations very valu- 
able in screening for liver disease. If an elevated 
value is found, supplementary SGP-T and LDH data 
may contribute to the differential diagnosis. 
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Neoplasms 
Carcinoma and Sarcoma 


Forty-four patients with carcinoma and five with 
sarcoma were in our series of patients. The results 
are tabulated in Table 1. Since there was no difference 
in the biochemical pattern in these two neoplastic 
diseases, the results will be considered in the 49 pa- 
tients as a single group. Twenty-five of 49 had 
elevated LDH levels, the highest being 392 units in 
a patient with cancer of the prostate with metastasis 


to the bone. MDH values were elevated in five of 
ten patients with carcinomas, No MDH determina- 
tions were made in those with sarcoma. In each in- 
stance that an elevated MDH was found, the LDH 
was also above normal. Fourteen of 36 patients had 
high SGO-T and 12 of 30 had high SGP-T values. 
SGO-T was higher than SGP-T in almost all of the 
samples in which both transaminase determinations 
were made. Serum alkaline phosphatase (10) and 
ChE (10) were determined in many of these patients. 

In Table 4, data for LDH, SGO-T, serum alkaline 


TABLE 4 


COMPARISON OF SERUM ENZYMES IN PATIENTS WITH CARCINOMA OR SARCOMA 
(N = value within normal range) 


Alk. Phos- 

Patient LDH SGO-T phase ChE Other pertinent 
No. Diagnosis Metastases Units Units Units Units data 
21 Ca lung N N 14 139 
22 Ca breast + N N N 17 
23. Ca breast - N N N N 
24 Ca breast ? 116 N N 0.72 
25 Ca rectum + 223 N 20 0.90 
26 Ca colon + N N N 0.90 
27. Ca colon + 141 52 N 0.83 
28 Ca colon ? 138 N N 1.37 
29 Ca colon + N N N 0.75 
30 Ca sigmoid ~ 223 N N 1.31 
31 Ca retroperitoneum + 160 N 15 1.13 
32 Ca small intestine + N 123 79 1.36 
33, Ca stomach + N 53 15 0.96 
34 Ca gallbladder 4 120 79 26 0.74 
35 Ca gallbladder - 133 74 45 0.78 
36 Ca liver 195 235 194 1.28 
37. Ca pancreas? + 163 N 132 1.17 
38 Ca pancreas + 317 64 15 0.99 
39 Ca urinary bladder ~ 132 89 23 0.97 
40 Ca kidney + N N N 0.70 
41 Ca uterus ? N N N 1.46 

Acid phosphatase 
42 Ca prostate + N N 25 1.28 5 units 
43 Ca prostate + 392 45 71 0.66 25 units 
44 Ca prostate + 124 N 42 ti1 
45 Ca prostate + N N 53 1.00 3 units 
46 Ca prostate + 221 40 18 1.00 5 units 
47 Ca penis ? N 159 > N 
48 Ca generalized + 198 32 17 1.08 
49 Sarcoma + 359 N 13 0.84 
50 Sarcoma + N N N 1.41 
51 Sarcoma + 168 108 39 N 
52 Sarcoma + 340 262 35 1.27 
No. abnormal 19 14 21 29 
Healthy controls: Mean 79 15 $7 2.32 <1.0 units, 
Range 35-110 10-30 3.0-10.0 1.50-3.00 Fishman 
No. 70 107 140 376 method?6 
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phosphatase, and ChE are shown for 32 cancer pa- 
tients in whom all four tests were made. In most in- 
stances, the data shown were taken at the time the 
individual came under observation. As can be seen 
from the table, ChE was below normal in 29 of 32 
patients. Alkaline phosphatase, LDH and SGO-T 
were above normal in 21, 19, and 14 cases, respec- 
tively. In only one, Patient 21, was the LDH elevated 
without being associated with low ChE activity. In 
Patients 24, 27, 28, and 30, LDH values were high 
with alkaline phosphatase levels normal. In no in- 
stance did we find that an elevated LDH contributed 
directly to the detection of a malignancy. In some in- 
stances, an elevated SGO-T was indicative, along 
with other data, of bone or liver metastasis. 

Bierman and his associates found that 144 of 206 
patients with proven cancer and lymphomas had 
LDH values above normal. West and Zimmerman re- 
ported that 76 of 173 patients with carcinoma or 
sarcoma had elevated LDH values; 53 of 121 had 
elevated SGO-T content. They also found that the 
majority of patients with hepatic metastases had ab- 
normal levels of LDH, SGO-T, alkaline phosphatase 
or BSP retention, The observations of White support 
the thesis that elevated LDH activity in patients with 
cancer may be the result of, and an indicator of, 
muscle wasting. All of the above investigators are 
in agreement that LDH elevations are too non- 
specific to be considered as diagnostic for cancer. 
Hill did not find the test of any value in diagnosing 
neoplasms. The significance of low serum ChE and 
high alkaline phosphatase in malignancies is pre- 
sented by Harper. 


Leukemia, Pernicious Anema, Polycythemia, 
and Hemolytic Situations (Table 1) 


We did not have enough patients with any one of 
these diseases to warrant detailed presentation of re- 
sults. Bierman, Hill and Reinhardt found a higher 
correlation between high LDH in leukemias than in 
other neoplastic diseases. Zimmerman, West and 
Heller present data showing LDH consistently ele- 
vated in patients with megaloblastic anemia and in- 
travascular hemolysis. They found SGO-T levels ele- 
vated in these circumstances only when there was 
other evidence of hepatic disease. In our patient with 
paroxysmal intermittent hematuria, if we had more 
vigorously pursued the cause of the elevated LDH, 
the diagnosis may have been apparent earlier. The 
elevated enzyme level was the only constant finding 
and remained elevated between bouts of hematuria. 


Shock 


Of nine patients in shock, nine had elevated LDH 
values, ranging from 217 to 1,690 units. SGO-T was 
elevated in all but one of eight patients in whom 
it was measured. The range of values for SGO-T 
was 30 to 2,000 units. SGP-T levels were elevated 


in the five patients with the highest SGO-T levels. 
The relative increases of LDH and SGO-T were not 
consistent within the group. MDH levels were pro- 
portional to LDH content in the two measurements 
made, 

Chinsky and Sherry found elevated SGO-T values 
in almost all patients who were in shock for periods 
of 24 hours, regardless of the underlying disease. In 
the patients who had autopsies, liver necrosis was 
present in each case. The causes of elevated LDH in 
vascular collapse have not been established but, with 
the widespread distribution of the enzyme in body 
tissues, this observation would be anticipated. 


Miscellaneous 


In Table 1, the groups listed below “Shock” con- 
tained few instances of elevated enzyme values. The 
number of individuals with any one disease was too 
small to draw any conclusions. However, these normal 
values in the heterogenous sampling of diseases 
served to increase our confidence in the importance 
of an elevated transaminase or dehydrogenase. Ex- 
cept in three of the 283 patients studied, all values 
higher than normal were explained. In these three 
patients (Unclassified Group, Table 1), the effect 
of medication before they came under our observa- 
tion, could not be ruled out, The nineteen patients 
listed as “trauma” had fractured limbs or such sur- 
gery as gastrectomy, hysterectomy, or prostatectomy. 
No elevations outside the normal range were found. 

The relation between tissue injury and SGO-T has 
been reported by Nickell and Allbritten. They found 
that thoracic, cardiovascular and biliary tract surgical 
operations and severe traumatic injuries usually re- 
sulted in abnormal SGO-T content. Most other surgi- 
cal procedures did not cause significant increases in 
the enzyme level. Fleisher, Wakim and Goldstein have 
reported that SGO-T activity was increased in some 
cases of cerebrovascular accidents, head injuries and 
other diseases of the central nervous system. LDH 
values were net affected in these same conditions. 
West and Zimmerman studied SGO-T and LDH in 
patients with various types of kidney diseases, They 
found LDH elevated in 43 of 71 patients. There was 
no relationship between enzyme levels and the degree 
of azotemia. In only one patient with renal failure, 
did they find an elevated SGO-T value without 
demonstrable hepatic disease. 


Summary 


In the diagnosis of acute myocardial infarctions, 
we have found the use of both LDH and SGO-T 
more valuable than the use of either test alone. LDH 
elevations following an infarction remain above nor- 
mal several days longer than do SGO-T levels. The 
additional information gained from SGP-T data may 
be useful in detecting secondary hepatic tissue injury. 

(Continued on page 82) 
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Defective Hearing in Children 


Part IV—Interpretation of the Audiogram 


C. W. ARMSTRONG, M.D., Salina, Editor 


WHEN THE PHYSICIAN HAS finished his complete 
examination, he is ready to interpret the findings 
and give a diagnosis and recommendations to the 
parents. Recommendations to the school teacher will 


ments, special personal attention; or if the defective 
hearing appears to be a transitory affair. 

If the audiogram looks like Figure 1, the child 
has normal hearing in both ears and any defect un- 
covered by the school examiner was transitory. The 
child may return to school with no special consid- 
eration and the parents will need to be reassured that 
neither the school examiner nor the physician neg- 
lected any possibility of hearing difficulty. If the 
hearing loss recurs, the child should again return 


» 
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Figure 1. Shaded section indicates critical area of 
speech interpretation. 


also be necessary. The teacher wants to know if there 
is anything that she can do to help the child in his 
education; if the child should be given special at- 
tention as to seating in the room, special assign- 


This is the fourth article in a series of six prepared by 
the Kansas Medical Society Committee on Conservation of 
Hearing and Speech and edited by Dr. C. W. Armstrong, 
Salina. The next article will appear in the March issue of 
the JOURNAL. 
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A series of six articles on Defective 
Hearing in Children is being printed in 
the Journal. These articles were pre- 
pared by C. W. Armstrong, M.D., Salina, 
Kansas, for the Committee on Conserva- 
tion of Hearing and Speech. The com- 
mittee members are V. R. Moorman, 
chairman, C. W. Armstrong, J. A. Bu- 
detti, R. A. Draemel, E. L. Gann, C. L. 
Gray, W. P. McKnight, E. E. Miller, Ruth 
Montgomery-Short, W. D. Pitman, R. R. 
Preston, G. O. Proud, R. E. Riederer, 
and M. J. Ryan. 

The titles of the coming articles will be 
Evaluation of Clinical Data and Con- 
clusions. 
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for a complete examination and evaluation of the 


hearing loss. 
If the audiogram is similar to Figure 2, which 
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Figure 2. Shaded section indicates critical area of 


speech interpretation. 


shows an average 15 decibel loss, the child is able 
to hear fairly well but will miss sounds at about 
the intensity of the whispered voice. A recent acute 
rhinitis may produce such a hearing loss. 

The parents should be advised that the hearing 
loss, which is not severe, may well show improve- 
ment under therapy. In school the child will hear 
better if he is seated near the teacher. If the hearing 
loss improves under therapy, the teacher must be 
notified that prefereatial seating is no longer neces- 
sary. When the teacher is not notified of the hear- 
ing improvement, the child may be occupying space 
sorely needed for other children with handicaps and 
it increases the hardships of school management. 

If the audiogram resembles Figure 3, which repre- 
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Figure 3. Shaded section indicates critical area of 


speech interpretation. 


sents a 30 decibel loss, the child has a great enough 
hearing loss so that he may miss the majority of class 
discussion and instructions. A complete physical ex- 
amination, laboratory work, and more detailed audio- 
metric testing are necessary. Bone conduction tests 
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to detect an auditory nerve defect may be done with 
tuning forks but are somewhat more accurate with 
the bone conduction attachment on the audiometer. 

Such a hearing loss may accompany an acute naso- 
pharyngitis, eustachian tube blockage or secretions 
in the middle ear. If such conditions exist, adequate 
therapy should be started immediately. 

The parents are instructed that the child has dif- 
ficulty in hearing conversation at the normal level 
of loudness. In school the child deserves preferential 
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Figure 4. Shaded section indicates critical area of 


speech interpretation. 


seating and it will be necessary for the teacher to be 
certain that the child understands assignments, ex- 
planations, and instructions. 

If the hearing curve looks like Figure 4, which 
represents a 40 decibel loss, the defect is severe and 
calls for immediate attention. In many cases, an ex- 
tensive differential diagnosis is indicated. If the physi- 
cian can not cope with the problem, he should not 
prescribe a hearing aid. It is entirely possible that 
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Figure 5. Shaded section indicates critical area of 
speech interpretation. 


an otologist can help the patient to return to nor- 
mal hearing. The least that can be done, if no im- 
provement is obtained in a reasonable period of time, 
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is to request an otologic consultation. To do so gives 
credit to the intelligence and honesty of the physician 
involved. 

If the audiogram resembles Figure 5, the patient 
has relatively normal hearing in the right ear and 
a serious defect of hearing in the left ear. The par- 
ents and teacher should be notified so that they 
can give the child proper consideration. 

Audiograms may vary from morning to evening 
and if there is not an exact correspondence of the 
audiogram made by the school examiner and the 
physician, it should occasion no surprise. If there 
is a wide discrepancy a bit of history taking over 
and above the usual history may bring out its cause. 
The deafness may be on a psychogenic basis. It may 


also be due to a severe ear infection, meningitis, or 
other difficulty in the brain centers, As in all of 
medicine, a good history is generally the most im- 
portant single factor in establishing a diagnosis. 

The audiometer is an instrument to be used as 
an aid in the diagnosis of defective hearing. It is 
true that at times it gives more information than at 
other times but it never replaces ‘clinical diagnostic 
measures. To neglect clinical diagnostic measures 
may result in such a ridiculous situation as an un- 
seen plug of cerumen being the entire cause of the 
hearing defect. 


710 United Building 
Salina, Kansas 


Bright Future for Tots 


There is a bright future ahead for the 4,000 babies who will be born in the United 
States with cieft lip and cleft palate during 1960. 

This hopeful outlook is revealed by Eugene T. McDonald, Ed.D., prominent speech 
and hearing specialist and director of the Speech and Hearing Clinic at the Pennsylvania 
State University, in Bright Promise—just published by the National Society for Crippled 


Children and Adults. 


Dr. McDonald says that advances in surgery have made it possible to repair lips and 
make adequate functions possible in many palates. Dental techniques have been developed 
for reconstructing by prosthetic means those palates which cannot be repaired surgically. 
Speech therapists today know how to help children with cleft palates develop good 
speech. Furthermore, there are helpful sources for information on problems of cleft 
palate, as well as resources for treatment, including state and local Easter Seal societies, 
state crippled children’s services, many public schools in metropolitan areas and the 


speech clinics at colleges and universities. 


Well illustrated with diagrams and “before and after’ illustrations, Bright Promise 
traces causes of cleft lip and cleft palate, describes four major types and follows through 
on some of the technical advances in corrective procedures. 

In pointing to studies of personalities of children with clefts, Dr. McDonald stresses 
that, as a group, they are as well adjusted as other children. 

“Probably of greater importance than the child’s cleft in determining his emotional 
adjustment is the way in which his parents work out their own feeling toward it. An 
understanding of these feelings—their beginning and how they grow—will help parents 
direct their feelings into wholesome channels,” he says. 

Dr. McDonald is a past president of the American Association for Cleft Palate 
Rehabilitation and a member of the professional advisory committee of both the Na- 
tional and Pennsylvania Societies for Crippled Children and Adults. He is widely known 
as an authoritative speaker and is the author of many articles and books on speech and 


hearing. 


Copies of Bright Promise at 25 cents each may be secured by writing the Publications 
Office, National Society for Crippled Children and Adults, 2023 West Ogden Avenue, 


Chicago 12, Illinois. 
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Maternal Mortality 


The Kansas Medical Society, in cooperation with 
the Division of Maternal and Child Health of the 
Kansas State Board of Health, has reviewed all 
maternal deaths in Kansas. For the purpose of this 
review, a maternal death is defined as, “the death of 
any woman dying of any cause whatsoever while 
pregnant or within six months of the termination of 
the pregnancy, regardless of the duration of the 
pregnancy at the time of termination or the method 
by which it was terminated.” 


Per 10,000 


The maternal death rate is based on the number of 
maternal deaths per 10,000 live births. Over a period 
of years the Kansas rate has rapidly decreased to a 
level of 2.3 in 1958, which is well below the na- 
tional rate of 3.5 for the same year. These vital 
statistics reflect the maternal deaths due to direct 
obstetric causes only. The Maternal Mortality Study 
in Kansas includes deaths due to indirect as well as 
direct obstetric causes. 


Direct obstetric cause of death: “A death re- 
sulting from complications of the pregnancy itself, 
from intervention elected or required by the preg- 
nancy resulting from the chain of events initiated 
by the complication of the intervention.” 


Indirect obstetric cause of death: “A death re- 
sulting from diseases before or developing during 
pregnancy (not a direct effect of the pregnancy) 
which was obviously aggravated by the physiologi- 
cal effects of the pregnancy and caused the death.” 


A two-year analysis of deaths due to these two 
causes is presented in chart form. 

A brief outline of the procedure for investigating 
maternal deaths in Kansas is as follows: 


1. When a maternal death is recorded by the Division 
of Vital Statistics of the Kansas State Board of Health, 
a copy of the death certificate is forwarded to the Division 
of Maternal and Child Health for review. 

2. The information from this certificate is forwarded 
to the chairman of the Maternal Welfare Committee of 
the Kansas Medical Society. 

3. The chairman then informs the reviewing physician 
in the district where the death has occurred that a study 
of this death is to be made. The attending physician is 
also notified of this study. 

4. The reviewing physician then personally discusses 
the case with the attending physician and together they 
complete a comprehensive questionnaire. 

5. The reviewing physician or consultant then sum- 
marizes the information including an assessment of avoid- 
able factors and returns the questionnaire to the chairman 
of the Maternal Welfare Committee. 

6. The case is summarized and all identifying data is 
removed prior to the presentation to the Committee. The 
Committee on Maternal Welfare discusses the case and 
assesses avoidability. 

7. Later, these cases are summarized for the JOURNAL 
with a comment of the Committee’s opinion. 


MATERNAL DEATH RATES 


25 


20 


42 4% 44 


iL L 
840 41 4 
KANSAS STATE BOARD OF HEALTH 
DIVISION OF MATERNAL AND CHILD HEALTH APRIL 1959 


74 


PER 10000 LIVE BIRTHS 
NATIONAL 


NSAS 


| 
| 
| 
| 
3+ 
| 
30 
~ 
= 
=z, 
=> 
™ 
15 
= 
~ 
x ~ ‘ 
~ 
5 
48 49 5! 52 53 54 55 56 57 58 
| 


FEBRUARY, 1960 75 
MATERNAL DEATHS IN 1956, 1957, AND 1958 
DIRECT OBSTETRIC CAUSES 
1956 1957 1958 
A. Hemorrhage 
C. Infection 
Puerperal Reproductive Tract Infection ................5..: 1 2 2 
D. Vascular Accidents 
G. Transfusion Reaction 
Direct Obstetiie: 18 14 13 
Indinect: Obstetric es 6 9 3 
(See Accompanying Chart) = 
MATERNAL DEATHS IN 1956, 1957, AND 1958 
INDIRECT OBSTETRIC CAUSES 
1956 1957 1958 
A. Cardiac 
B. Vascular 
C. Pulmonary 
D. Metabolic 
E. Other 
Acute Psychosis (Hanging-Suicide) 1 
(See Accompanying Chart) — 
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THESIS 


Endocardial Fibroelastosis: 
A Review of the Theories of Etiology 


JEAN F. LEGLER, M.D., Kansas City, Missouri 


So FAR AS IS KNOWN, endocardial fibroelastosis 
is fatal, with the patients usually dying in congestive 
heart failure. The cause of the heart failure most 
frequently is not discovered clinically, but autopsy 
discloses a hypertrophied heart with an endocardium 
that is thickened by fibrous and elastic tissue. The 
patients are usually children or young infants, but 
cases in adults have also been reported. The cause 
of the endocardial lesion is obscure, and has been the 
subject of numerous theories, It is the purpose of 
this paper to briefly review these theories. 


Fetal Endocarditis 


In utero inflammation was, for many years, a pop- 
ular theory for the cause of the endocardial changes. 
This was based on observations which were inter- 
preted as the end result of an inflammatory process. 
The cases were in a so-called healed, inactive phase, 
and active inflammation was not demonstrated. 

In 1941, Gross reviewed the previous literature 
carefully. He pointed out that the abnormalities 
which had been considered criteria of fetal endo- 
carditis had also been observed in congenital cardiac 
defects, which were diagnosed as non-inflammatory 
after study. He also pointed out that it would be 
unusual for so destructive an inflammatory lesion in 
such a small organ to remain so localized. In addi- 
tion, endarteritic vascular changes should have been 


This is one of a group of theses written by fourth year 
students at the University of Kansas School of Medicine, 
selected for publication by the Editorial Board from a 
group judged to be best by the faculty at the school. Dr. 
Legler is now at the Menorah Medical Center in Kansas 
City, Missouri. = 
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present in the scar tissue if the lesions were inflamma- 
tory, but these were not found. 

In spite of the work by Gross, Stadler, et al. in 
1950 again suggested an inflammatory etiology for 
one of their cases. They did not describe the endo- 
cardium at autopsy and mentioned only two small 
areas of pericarditis with ‘‘a few round cells’ and 
‘‘a moderate number of histiocytes and lymphocytes.” 
They implied that this may have represented a 
burned-out inflammatory process which was wide- 
spread at one time. Their case is certainly not con- 
vincing. In general, most writers no longer consider 
fetal endocarditis as a valid theory in the etiology 
of this disease. 


Relation to Maternal Infection 


A theory that parallels somewhat the one just dis- 
cussed is that of maternal infection. Influenza, la 
grippe, rhinitis, infectious mononucleosis, upper re- 
spiratory infections, and rubella during a pregnancy 
which ended in endocardial fibroelastosis have all 
been reported. However, the vast majority of the 
mothers have been healthy during the pregnancies 
that later resulted in endocardial fibroelastosis. In 
view of the lack of inflammatory cells in the lesion, 
as indicated above, it would seem logical that ma- 
ternal infection need not be seriously considered as 
an important cause. 


Relation to Collagen Disease 


Hill and Reilly reported a case in 1951 in which 
many special stains on sections from the heart valves 
and endocardium revealed what they interpreted as 
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“fibrinoid degeneration.” Therefore, they suggested 
that endocardial fibroelastosis belongs to the collagen 
disease group. In 1957, Hogg reported a case of 
a newborn infant with this disease in association 
with acute disseminated lupus erythematosus, The 
mother of the child was suffering from subacute 
lupus erythematosus. He suggested that endocardial 
fibroelastosis might be a collagen disease “in some 
instances.” Gowing did not feel that Hill and Reilly 
had real evidence of fibrinoid. Similar changes of 
fibrinoid degeneration have not been reported by 
other writers. Widespread changes which are usu- 
ally noted in the collagen diseases have been absent, 
or at least not specifically mentioned, in most of the 
reported cases. Thus, it seems that definite evidence 
of this being a collagen disease has not been demon- 
strated. If one agrees that endocardial fibroelastosis 


is a collagen disease, he is simply placing it in a. 


disease group which is also of obscure etiology. 


Differentiation of the Bulbus Cordis 


For a slightly different approach to the etiology 
of this disease, Dennis, et a/. turned to embryology. 
In the developing heart, the bulbus cordis is incor- 
porated into the ventricles in early embryonic life, 
and divides into right and left parts as do the ven- 
tricles. The right bulbus becomes part of the right 
ventricle and infundibulum, while the left bulbus 
normally atrophies and disappears. The developing 
endocardial tissue in the primitive bulbus “is en- 
dowed with most remarkable formative qualities. 
It behaves in the developing heart exactly as does 
the granulation tissue of a healing wound.” Dennis, 
et al. therefore suggested that endocardial fibro- 
elastosis of the left ventricle develops when there is 
overgrowth of the proliferating endocardium of the 
left bulbus cordis. Organization and contraction of 
this tissue could result in the thickened endocardium 
and produce distortion of the valves. When the 
lesion is located in the right ventricle, this could 
follow overgrowth of the right bulbus. 

Panke and Rottino agree with this hypothesis, but 
no objective proof has been presented in support 
of the theory. 


Genetic Origin 


A review of the theories on the etiology of endo- 
cardial fibroelastosis was presented by Rosahn in 
1955. He concluded that the best theory was to be 
found in genetics. Three pieces of evidence were 
cited, One was a report of male triplets, of which 
two were identical twins with a common placenta 
and amniotic sac. Both died of endocardial fibro- 
elastosis. The third triplet had a separate placenta 
and amniotic sac, and did not have the disease. 


Next, Rosahn cited a report of two siblings, the 
second and third children in the family, both of 
whom died from endocardial fibroelastosis. Thirdly, 
he reported two additional cases of siblings who 
died from this disease. From the above evidence, 
Rosahn felt that a hereditary recessive gene was the 
most likely cause of the disease. 

From a purely statistical point of view, these 
cases do not, in themselves, prove such a theory. 
However, Rosahn recognized this when he stated that 
there was need for the painstaking accumulation of 
recorded cases with detailed family histories, It 
should be mentioned that adequate pathologic docu- 
mentation is lacking in Rosahn’s two newly re- 
corded cases. 


Congenital Abnormal Development 


Closely related to the genetic theory is that of 
congenital abnormality as an explanation for the 
cause of endocardial fibroelastosis. When Gross 
wrote his paper, in 1941, refuting the infectious or 
inflammatory etiology, he concluded that the endo- 
cardial changes could be better explained on the basis 
of a developmental defect. Weinberg and Himmel- 
farb reported endocardial fibroelastosis in two sib- 
lings. These authors suggested an inherent develop- 
mental defect as the cause in view of the lack of 
inflammation or maternal infection. They did not 
consider a genetic origin. 

A study of endocardial fibroelastosis associated 
with coarctation of the aorta, adult type, was re- 
ported by Oppenheimer in 1953. His study included 
19 cases of coarctation in patients under the age of 
two years. Ten of these had fibroelastosis. Also in- 
cluded in his report were 11 cases of coarctation 
and hypertension with an age range of seven to 58 
years, none of which had fibroelastosis. On this basis, 
he concluded that fibroelastosis may be an anomaly 
of development and is not secondary to long-stand- 
ing hypertension from coarctation. 

A review of the literature led Gowing to con- 
clude that endocardial fibroelastosis is a ‘‘primary 
abnormality of fetal development, an endocardial 
dysplasia of unknown etiology.” 

Ten thousand autopsies were reviewed by Thomas, 
et al. in 1954. The cases of idiopathic cardiac hyper- 
trophy were studied. They excluded all cases of val- 
vular disease, congenital defects, hypertension, cor 
pulmonale and coronary sclerosis. Remaining were 
20 cases of endocardial fibroelastosis—four under 
the age of two years (infantile), four from two to 16 
years (childhood), and 12 from 16 to 71 years 
(adult). The clinical and morphologic picture was 
similar in all cases except for the differences in age 
and a less severely thickened endocardium as the age 
increased. They concluded that the lesion was a con- 
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genital one in all three groups, and that the older 
patients survived for longer periods because of the 
decrease in severity of the lesion. In addition, they 
found that several patients had a family history of 
obscure heart disease. 

On the basis of reports such as these, this disease 
has often been called congenital endocardial fibro- 
elastosis. But it seems to this writer that this still 
does not tell us what causes the lesion. Why does 
the heart develop this congenital defect in the first 
place? 


Relation to Anoxia 


Another theory which has received considerable 
attention is that of anoxia. One of the proponents 
of this hypothesis is Johnson who, in 1952, studied 
210 congenital heart lesions. Twenty-three had fibro- 
elastosis in association with certain cardiac malforma- 
tions; e.g., anomalous left coronary artery originating 
from the pulmonary artery, premature closure of the 
foramen ovale, or valvular atresias such as pulmonary 
atresia, aortic atresia, pulmonary and tricuspid atresia, 
and congenital mitral or aortic stenosis. Johnson felt 
that these lesions could all produce endocardial 
anoxia, and he hypothesized this to be an important 
factor in “‘so-called congenital endocardial fibroelas- 
tosis." He compared this to endocardial scarring in 
the adult with myocardial infarction due to obstruc- 
tion of the coronary arteries. However, he gave no 
explanation of what causes the Jesion when no asso- 
ciated malformation is present. 

Kempton and Glynn pointed out that this disease 
was a late developmental abnormality, which would 
seem to indicate that these authors belong in the 
congenital theory group. But they go on to say that 
this developmental abnormality is probably due to 
the response of a normal endocardium to anoxia, 
circulatory stasis or both. Thus, it is the response 
of a normal tissue to an abnormal stimulus. This 
abnormal stimulus usually arises from previous 
anomalies of development, such as premature closure 
of the foramen ovale, or valvular abnormalities which 
include bicuspid aortic valve, aortic atresia, mitral 
stenosis and insufficiency, and tricuspid stenosis and 
insufficiency. Thus, they agree with Johnson. When 
no anatomical cause can be found, they suggest an 
external factor, such as severe anemia in the mother, 
may be responsible. In support of their anoxia the- 
ory, Kempton and Glynn point out that the ductus 
arteriosus normally becomes functionally closed, 
which leads to stagnation anoxia in the intima of the 
ductus. This is followed by fibroelastic anatomic clos- 
ure of the ductus, This is a normal course of events, 
and they suggest that the same end result occurs 
(i.e., fibroelastic proliferation) in fibroelastosis when 
there is an abnormal anoxia of the endocardium. But 
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again, this does not explain what the cause is when 
there is no associated cardiac malformation. Also, 
they present no evidence to support their theory of 
external factors, such as anemia in the mother. 

Several authors have implied that anoxia results 
from the blockage of arterioluminal, arteriosinusoidal 
and Thebesian vessels by the thickened endocardium. 
However, an intact myocardium in most cases argues 
against an anoxia etiology, even though Weinberg 
and Himmelfarb state that death could occur before 
histologic changes are seen. The theory of blocked 
vessels may help explain why the left ventricle fails, 
but it cannot explain why the endocardium becomes 
thickened, since the endocardial lesion must be pres- 
ent before the vessels can become blocked. 

It might be mentioned that one method of treat- 
ment for endocardial fibroelastosis has been based on 
the belief that the basic patho-physiology involved 
is myocardial ischemia. This treatment is cardiac 
poudrage; /.e., the instillation of talc in the peri- 
cardial sac to stimulate collateral circulation to the 
myocardium. The cases so treated are too few to 
adequately evaluate as a series. 


Cardiac Hyperplasia and Dilatation 


An interesting theory for the etiology of endo- 
cardial fibroelastosis is that of Black-Schaffer. In 
1957, he presented the thesis that there is a basic 
fault in the myocardium which makes it weak and 
inefficient. Prior to birth, the systemic pressure is 
shared by both ventricles but, after birth, there is a 
shift of this pressure to the left ventricle. Dilatation 
of the left ventricle is the result. This leads to an 
increased diastolic load on an inadequate myocardium. 
The result is further dilatation with accompanying 
hypertrophy, and another increment is added to the 
load. As dilatation and hypertrophy progress, the 
tension in the endocardium rises, and is proportional 
to the cube of the increasing radius. (The author 
showed that, in order to maintain systemic blood 
pressure, the force exerted by the myocardium must 
vary directly as the cube of the radius of the 
chamber. ) 

It has been suggested by others that ‘‘mechanical 
forces may exert an influence upon the genesis and 
development of the elastica, especially if those forces 
are rhythmic and fluctuating.” Black-Schaffer, there- 
fore, concluded that the “great tensions which are 
cyclically accentuated in the endocardium of the 
dilated heart would be good reason for the genesis 
of endocardial fibroelastosis.” He pointed out that 
reduplication and increase of elastica in the intima 
of the smaller muscular arteries is a characteristic re- 
sponse to increased pressure and stretch. 

This is an interesting and thought-provoking 
theory if one is willing to accept the thesis of a basic 
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fault in the myocardium. What is the basic fault? 
Black-Schaffer presented evidence that this fault is 
congential hyperplasia of cardiac muscle. He studied 
four groups of hearts: (1) Normal, (2) idiopathic 
infantile cardiomegaly, (3) hypertrophic, and (4) 
atrophic. He measured growth by means of nuclear 
density determinations; /.e., the number of nuclei 
in a constant volume. The nuclear density per unit 
volume was plotted against heart weight. The re- 
sultant curve was a hyperbola, which described nor- 
mal growth by hypertrophy of extant fibers after the 
third postnatal month. Hypertrophic cardiomegaly 
was shown to be an extension of normal growth dis- 
proportionate to the individual. Patients with en- 
docardial fibroelastosis were shown to have twice as 
many nuclei and muscle fibers per unit volume as 
the normal heart. It was concluded that this is true 
hyperplasia. Normal cardiac fibers pass through 35 
generations. Black-Schaffer suggested one supranor- 
mal generation could account for doubling the num- 
ber of units, as in the hyperplasia of endocardial 
fibroelastosis. When each normal muscle fiber is re- 
placed by two fibers, each of these will be 21 per 
cent shorter than the normal fibers. “When one re- 
calls that the energy of isometric contraction of a 
muscle fiber is a function of its diastolic length, it 
becomes evident that a hyperplastic heart with a 2:1 
muscle fiber substitution may be, a priori, composed 
of weaker fibers.” 


Weak Myocardium 


To summarize, the basic lesion, congenital hyper- 
plasia of cardiac muscle, results in a weak myocar- 
dium. Pressure shifts at birth cause dilatation of the 
heart, accompanied by increased tension in the en- 
docardium, which leads to the genesis of endo- 
cardial fibroelastosis. 

After studying this disease in adults, Dyson and 
Decker stated that the lesion “is probably a com- 
pensatory endocardial response to underlying myo- 
cardial weakness,” but did not agree that this was 
due to muscle hyperplasia. Instead, they suggested 
that it resulted from “diverse causes.” They pointed 
out that endocardial fibroelastic thickening is asso- 
ciated (but not constantly) with cardiac hypertrophy 
and dilatation, congestive failure, vascular hyper- 
tension, myocardial scars, general malnutrition, meta- 
bolic diseases and valvular defects such as aortic 
stenosis and insufficiency, mitral stenosis, pulmonary 
stenosis and tricuspid stenosis. The combinations of 
these or other factors and the intermediate steps that 
lead to endocardial fibrosis and elastosis are not 
known. Dyson and Decker suggested that the en- 
docardium becomes thickened by the accretion of 
fibrin from the blood stream. This latter idea is 
based on electron microscopic studies by Still and 


Boult, Fibrin has an axial periodicity of 230 A and 
a fiber width of 100 4. Collagen consists of fibers 
300 to 900 A wide, with a constant axial periodicity 
of 640 &. On electron microscopic examination, elas- 
tic tissue appears as thick bands without any fibrillary 
structure or axial periodicity. Still and Boult studied 
the endocardium from six cases of uncomplicated en- 
docardial fibroelastosis. They found that the superfi- 
cial layers consisted of fibers indistinguishable from 
fibrin. The deeper layers showed the same fibers but 
in smaller amounts. The predominating fibers in the 
deeper layers were 800 A in width with an axial 
periodicity of 640 A, corresponding to that of col- 
lagen. Material with the appearance of elastic tissue 
was found in both layers, They concluded that the 
surface fibrin may be ‘derived from blood by the 
incorporation of fibrin deposits.” 

Several authors have suggested the thickened en- 
docardium may have a splinting action which may 
limit expansion and contraction of the myocardium 
and, thus, simulate constrictive pericarditis, Black- 
Schaffer does not agree with this, since the greater 
the dilatation of the ventricle, the less must be the 
interference provided by the endocardium. As the 
diastolic blood volume increases, the smaller is the 
ventricular excursion necessary to expel a normal 
stroke volume. He goes even further and proposes 
that the thickened endocardium is an adjunct to 
effective myocardial function. ‘It supplies a counter- 
force to the hydrostatic pressure of the blood and the 
consequert stretch or tension of the heart wall. It 
supplies the force much more economically than 
could muscle, in terms of space and oxygen con- 
sumption.” 


Mechanical Factors With Heart 
Malformations 


The articles already discussed presented many cases 
of endocardial fibroelastosis without associated mal- 
formations of the heart, Many other cases have been 
reported with associated cardiac malformations. An- 
dersen and Kelly have studied this disease from both 
aspects and found the cases without associated mal- 
formations presented a fairly uniform clinical and 
pathological picture, while those with associated 
malformations were far more heterogeneous, with 
considerable variation in the site and degree of en- 
docardial changes. 

Mechanical factors seemed to play an important 
role in those cases with malformations. They studied 
129 cases of well-recognized congenital cardiac mal- 
formations and found endocardial fibroelastosis in 
a majority of them. They observed that the distri- 
bution of sites of the endocardial thickening follows 
the same general pattern in various examples of the 
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same cardiac defect. By comparing the site of fibrosis 
with the probable current of flow of intracardiac 
blood in each anomaly, they found that fibrosis occurs 
where a general increase in intracardiac pressure 
could be presumed to occur, or where localized jets 
might impinge or cause vibration of the heart wall. 

Johnson also found localized lesions where in- 
creased strain might have occurred during life, such 
as Opposite an interventricular septal defect. Andersen 
and Kelly also noted the degree of fibrosis tended to 
increase with the age of the patient in each group 
of anomalies, They also studied a control group of 
seven cases with fibroelastic endocardial thickening. 
These cases included rheumatic heart disease, gly- 
cogen disease of the heart, chronic glomerulonephritis, 
and polycystic kidneys. An analogy between endo- 
cardial fibroelastosis and cirrhosis of the liver was 
made, in that “microscopic study of the end result 
often fails to reveal the primary cause of the fibrosis.” 
These authors concluded that endocardial fibroelas- 
tosis, when associated with cardiac malformations, is 
progressive and is secondary to the mechanical fac- 
tors resulting from the abnormalities in blood flow 
caused by the malformations. This seems to be a 
valid conclusion in view of the previous discussion 
concerning fibroelastic proliferation in response to 
increased endocardial tension. 


Metabolic Defect 


As was stated previously, Andersen and Kelly 
found that the cases without associated malformations 
presented a fairly uniform clinical and pathological 
picture. This group might be called primary endo- 
cardial fibroelastosis. It is obvious that this group of 
cases does not have the same mechanical factors at 
work as does the group with malformations, because 
the same alterations in intracardiac pressure and cur- 
rents of flow are not present, Therefore, these same 
mechanical factors cannot explain the endocardial 
thickening in cases without malformations. 

Kelly and Andersen studied 17 cases of endocardial 
fibroelastosis without associated cardiac malforma- 
tions. There were two instances of the disease occur- 
ring several times in the same family. No major non- 
cardiac congenital malformations were noted. The 
degree of thickening tended to increase with age, as 
was seen in the cases with malformations. It is in- 
teresting to note that the cases without associated 
malformations reported by Thomas, ef a/. showed a 
decrease in the degree of thickening as the age of 
the patient increased. Kelly and Andersen found in 
the literature 79 cases without associated cardiac 
malformations. There were three instances with 
familial incidence. The only associated non-cardiac 
malformation recorded was hypoplasia of one kid- 
ney. Paul and Robbins reported a left double ureter 


from kidney to bladder as an incidental finding in 
one of their cases. 


Primary Disease Group 


In discussing this “primary” disease group, Kelly 
and Andersen state that “Scarring in any tissue may 
be assumed to be a repair process, whether or not 
the original destructive mechanism is known. In 
the present group of cases, the striking clinical 
features of repeated episodes of myocardial failure, 
with abrupt cardiac death, and the equally striking 
morphologic changes, with marked chronic dilatation 
of the left ventricle and endocardial sclerosis, all 
point to myocardial weakness.” They contend that a 
metabolic basis should be considered, since they could 
find no morphologic basis for this weakness. They 
point out that the disease seems to be familial, which 
is a characteristic of many metabolic diseases. Con- 
genital malformations are rarely associated with this 
disease. Kelly and Andersen conclude that a con- 
genital familial metabolic defect leads to weakness of 
the myocardium and secondarily to fibrosis of the 
endocardium. The deficiency of some enzyme in the 
metabolism of the myocardium is suggested as the 
cause. They point out that endocardial fibroelastosis 
has been reported in association with a number of 
metabolic diseases; e.g., beri-beri, nephrotic-like syn- 
drome with hypoproteinemia, gargoylism, and gly- 
cogen disease of the heart. 

The tiaeory of a metabolic defect is an interesting 
and plausible one. Further studies in the field of 
histochemistry should be made to determine if an 
enzyme or other metabolic defect can be demon- 
strated, Until such a defect is found, this will have 
to remain merely an interesting theory. 


Discussion 


The fact that so many theories for the etiology of 
endocardial fibroelastosis can be found in the litera- 
ture indicates that the cause of this disease is still 
unknown. It is true that many writers will accept one 
or more of the ideas discussed in this review, but 
this does not mean that any one theory has been 
proved correct. This simply means that further re- 
search is needed before we will know the truth. 

On the basis of the articles reviewed in this paper, 
endocardial fibroelastosis should be considered in 
two groups—those cases associated with cardiac mal- 
formations and those cases of primary endocardial 
fibroelastosis with no associated malformations. 

The conclusions of Andersen and Kelly offer the 
best explanation for those cases with cardiac mal- 
formations. The fibroelastosis is secondary to me- 
chanical factors which result from abnormalities in 
blood flow caused by the malformations. Those cases 
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without associated malformations seem to be best 
explained on the basis of myocardial weakness initi- 
ating a series of events as outlined by Black-Schaffer. 
The weakness leads to dilatation, which causes in- 
creased endocardial tension. Fibroelastic proliferation 
results in an attempt to make more efficient the weak- 
ened myocardium. The cause of the myocardial weak- 
ness is possibly true muscle hyperplasia, but a meta- 
bolic factor should be considered until proven other- 
wise through further research. 


Summary 


This paper briefly reviews the various theories for 
the etiology of endocardial fibroelastosis. These are: 
Fetal endocarditis, maternal infection, collagen dis- 


ease, differentiation of the bulbus cordis, genetic 
origin, congenital abnormal development, anoxia, 
cardiac hyperplasia and dilatation, mechanical factors 
with heart malformations, and metabolic defect. 
Probably, the mechanical factors associated with 
cardiac malformations and myocardial weakness, re- 
sulting from either muscle hyperplasia or a -meta- 
bolic defect offer the best explanation of the etiology 
of this disease at the present time. 


Menorah Medical Center 
Kansas City, Missouri 


References may be obtained by writing the JOURNAL OF 
THE KANSAS MEDICAL SociETy, 315 W. 4th Street, Topeka, 
Kansas. 


Cranberry Warnings Cause Undue Alarm 


The editor of the Journal of the American Medical Association said today that the 
government’s recent pronouncements, reflecting certain scientific data and law pertaining 
to cranberries, charcoal, and chickens, have caused undue alarm among the American 


people. 


In an editorial, entitled “Cranberries, Charcoal, and Chickens,” Dr. John H. Talbott 
said in the current Journal that “if turnips and cabbage were included among the vege- 
tables served or mustard was used as a condiment, minute quantities of aminotriazole 
might have been ingested by the Pilgrims more than 300 years ago.” 

Aminotriazole was the dangerous, cancer-causing herbicide which caused the govern- 
ment to impound the nation’s cranberry supply shortly before Thanksgiving. 

“The analyses, begun in 1956, were sufficiently satisfactory in detecting residues of 
aminotriazole that the United States Department of Agriculture reported this compound 
suitable for use on cranberries,” the editorial said, adding: “Eighteen months later, early 
in November of last year, the implication of this compound as a carcinogen prompted 
withdrawal of all batched cranberries and cranberry products from the open market.” 

“Little stress,” the editorial continued, “was placed on the well-documented evidence 
that aminotriazole occurs naturally in vegetables, notably cabbage, turnips and broccoli, 
as well as in mustard or that the antithyroid action is described in current textbooks of 


therapy.” 
Continuing, the editorial said: 


“Charcoal—carbon black—came under scrutiny on November 20, 1959. Since few 
persons are addicted to the eating of licorice or black jelly beans, there was considerably 
less space devoted in the newspapers to the suspicion cast on carbon black than had been 
afforded cranberries. Chronologically, it was recorded in the Federal Registry of December 
9, 1958, that carbon black was a permissible food adulterant. The omission of this sub- 
stance from the registry one year later brought apprehension to the makers of licorice 
candy and black jelly beans since each item relies on licorice for flavor but charcoal for 
the characteristic color. A fortnight after this action a supplementary document by the 
Food and Drug Administration permitted the processors and the users of charcoal in 
food and candies a three-month period of grace to produce evidence that burned toast 


is harmless. 
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Serum Enzymes as Diagnostic Aids 
(Continued from page 60) 


SGO-T values are more universally elevated in 
liver diseases than are SGP-T or LDH. The relative 
increases in SGO-T, SGP-T and LDH may con- 
tribute to the differential diagnosis of hepatic damage. 

In 32 patients with carcinoma or sarcoma, LDH, 
SGO-T, alkaline phosphatase and ChE values are 
compared. ChE levels are more frequently abnormal 
than are the other three enzymes. In none of our 
patients did we find that LDH data contributed to the 
earlier diagnosis of a malignancy. 

SGO-T, SGP-T and LDH are elevated in shock, 
irrespective of the underlying cause. 

Elevated LDH, SGO-T and SGP-T lack diagnostic 
specificity but we have found that they contribute 
greatly to the diagnosis of heart and liver disease 
when judiciously used with other laboratory and 
clinical observations. 


The H. L. Snyder Memorial Research Foundation 
1220 Mansfield 
Winfield, Kansas 
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wider latitude in adjusting dosage 


ARISTOGESIC is particularly effective for relief of chronic — 
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CONFERENCE 


Dermoid of Ovary With Thyroid Component 


Edited by HARRY L. MANNING, M.D. 


Dr. Boley (Moderator): The case for today, al- 
though rather unusual, nevertheless has several im- 
portant lessons to teach us. Mr. Broman, may we 
have the history, please? 

Mr. Broman (Senior Student): Mrs. M. G. is a 
gravida VI, Para IV, aborta II, 75 year old white 
female whose last menstrual period was 24 years ago. 
She was admitted to KUMC complaining of bloat- 
ing, generalized weakness, weight loss, and severe 
anorexia, Two weeks prior to admission she had 
been hospitalized in her local community where diag- 
nostic studies were done, and she was then trans- 
ferred to this hospital. At the time of her admission 
she was seen to be a small, elderly, chronically ill 
appearing woman with ascites. No abdominal masses 
could be palpated and a satisfactory pelvic examina- 
tion could not be done at this time. A paracentesis 
was done three days after admission and 2,000 cc. 
of dark yellow fluid were removed. The following day 
the patient was examined under anesthesia at which 
time a cystoscopic examination, a D & C, and a 
pelvic examination were performed. No positive find- 
ings were noted cystoscopically. The pelvic examina- 
tion disclosed bilateral, firm, mobile, nodular masses. 
Her initial chest film showed consolidation in the 
left lower lobe. She became increasingly dull to per- 
cussion on the left side of the chest and back and 
a repeat chest film a week after admission disclosed 
pleural effusion on the left. On her tenth hospital 
day a thoracentesis was performed and 950 cc. of 
fluid were removed and repeat thoracenteses were 
done on the 15th and 16th hospital day because of 
reformation of the fluid. The patient was taken to 


Cancer teaching at the University of Kansas 
Medical Center are aided by grants from the National 
Cancer Institute, U. S. Public Health Service, and the 
Kansas Division of the American Cancer Society. Dr. Man- 
ning is a Trainee of the National Cancer Institute. 
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surgery on her 18th hospital day. It has now been 
six days since her operation, and she has had a sat- 
isfactory postoperative course. The only laboratory 
results of significance were a serum albumin of 2.9 
gm. per cent and a serum globulin of 3.15 gm. per 
cent. 

Dr. Boley: This lady was thought to have bilateral 
pelvic masses, she had ascites and she had fluid in 
the left chest. Dr. Spanos, would you consider this 
a Meig’s syndrome? 

Dr. Spanos: Using the term in the strict sense, 
Meig’s syndrome refers to the association of fibromas 
and solid tumors of the ovary with fluid in the right 
chest. Since the patient’s fluid was in the left chest, 
this case does not meet this strict criteria. The term 
Meig’s syndrome frequently is used more loosely to 
include other pelvic tumors, particularly the malignant 
tumors, that have ascites and fluid in the chest asso- 
ciated with them, but the pure usage does not include 
these. 

Dr. Boley: Are there any questions? 

Student: Was there cytologic examination of the 
fluid that was removed ? 

Mr. Broman: Yes, two studies of the chest fluid 
were done, The first study was reported as having 
atypical cells suggestive, but not definitely diagnos- 
tic, of malignancy. On the second study, the cells 
were reported as showing changes compatible with 
malignancy, probably adenocarcinoma. 

Dr. Boley: May we have the X-rays? 

Dr. Burns (radiologist): There are rather inter- 
esting X-rays of this patient. First, the X-ray of the 
chest taken on the day following admission shows 
no definite evidence of infiltration or consolidation in 
either lung field. The right diaphragm is seen~clear- 
ly; the left, however, is obscured by a homogeneous 
opacity. These findings could be interpreted as show- 
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ing fluid in the left chest. A KUB film was taken on 
the same day (Figure 1). The kidneys are hard to 
define. It is noted that the gas pattern of the ab- 
domen is located primarily in the center. There is 
a haze over the peripheral areas of the abdomen. On 
looking at this area over a bright light one could 


Figure 1. KUB film showing an area of radiolucency 
with peripheral calcification within the pelvis and cen- 
trally located abdominal gas pattern. 


not delineate the peritoneal fat line. This is the 
picture of fluid in the abdomen, of an air-containing 
gut floating, as it were, in the middle and on top 
of the fluid. Another interesting finding on the KUB 
film is an area of radiolucency in the pelvis sur- 
rounded by an area of calcification. One might think 
in this case of a dermoid. 

Dr. Boley: I am intrigued by this radiolucent area. 
What in the dermoid does this ? 

Dr. Burns: Probably fat tissue. It has to be some 
type of tissue that is more penetrable by X-ray than 
ordinary soft tissue. 

Dr. Boley: Thank you. Dr. Spanos, would you like 
to discuss the clinical aspects of the case now? 

Dr. Spanos: Basically this is a problem of a pelvic 
tumor with associated ascites and fluid in the chest. 
The pelvic examination showed that the adnexal 
masses were bilateral and movable. This in itself does 
not make a diagnosis of malignancy, but the asso- 
ciated ascites is strongly suggestive. Then, in addition, 


there is the fact that the cytology of the chest fluid 
disclosed malignant cells. In a woman of this age 
with any kind of a pelvic mass, it is mandatory that 
the patient be explored and the mass be removed if 
possible. This patient was explored and although I 
was not present at the operation, I was told by the 
surgeon that on opening the abdomen tumors in- 
volving both ovaries were seen. Tumor appeared to 
be projecting through the capsule of the mass on the 
right. Nodules, interpreted as tumor, were present 
in the cul-de-sac. 

The surgery for ovarian tumor is bilateral sal- 
pingo-oophorectomy, total hysterectomy and removal 
of the omentum. Fifty per cent of ovarian malignan- 
cies are bilateral. Seeding occurs bilaterally and is 
thought to spread via the lymphatic channels in the 
serosal surface of the broad ligament. From here it 
usually spreads to the posterior surface of the uterus 
and across both high and also in the region of the 
uterosacral ligament to the other side and then to 
the other ovary. So to make an adequate operation 
you must remove both ovaries and unless there are 
gross tumor nodules in the cul-de-sac which you have 
to cut across, the uterus should be removed also. 

In this case, the presence of the nodules in the 
cul-de-sac prevented this type of operation and so 
only both ovaries were removed. On taking these 
tumors out, it was obvious that they were dermoids 
in origin. There was hair and fat present. The next 
step in one’s thinking is to consider what type of 
malignant degeneration of the benign ovarian tera- 
toma this is representing. Most of the dermoid malig- 
nant degeneration is squamous in origin. Approx- 
imately 85 to 90 per cent is squamous cell degenera- 
tion. There are few cases of adenocarcinoma degenera- 
tion of dermoids reported in the literature. 

Dr. Boley: Dr. Klionsky, will you present the 
pathology findings, please? 

Dr. Klionsky: On examining the surgical speci- 
men, it was seen that each ovary had a cystic dermoid 
tumor measuring about 4 x 8 cms. The left ovary 
was a simple dermoid. All further discussion will be 
related to the right ovary which had more interesting 
features. Cystic and solid areas were present. In some 
areas the cyst wall is lined by keratinized squamous 
epithelium with underlying sebaceous glands and 
hair follicles (Figure 2). In other areas the surface 
is covered by pseudostratified columnar ciliated epi- 
thelium. Small necrotic areas are calcified and bone 
can be seen in places. A large proportion of the solid 
component of the cyst consists of thyroid tissue. 
Small microfollicular structures predominate, but 
larger follicles, representing differentiated thyroid 
tissue, are found in some areas, Grossly, solid tumor 
appeared to be projecting through the capsule in one 
area. Such an area can be seen in one of the micro- 
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scopic sections (Figure 3), where thyroid tissues 
has elevated above the ovarian capsule. Although 
a few cells infiltrate the capsule, a very thin meso- 
thelial lining covers the surface of the tumor. 
Whether this apparent infiltration is adequate micro- 
scopic evidence to diagnose malignancy can be de- 
bated. The only definite criteria of malignancy is 
blood vessel invasion and this is not present in this 
case. There was gross indication of malignancy seen 
at time of surgery in the form of nodules in the 
cul-de-sac. These, however, were not biopsied, so we 
cannot be certain of their histology. 

Dr. Boley: This dermoid had a thyroid compo- 
nent. Dr. Spanos, should we refer to this as a struma 
ovarii? 

Dr. Spanos: It is my understanding that for a 
dermoid of the ovary to be called a struma ovarii, 
the thyroid tissue should largely replace the dermoid. 
Just to have thyroid elements present in small 
amounts does not make it a struma ovarii. To have 
degeneration of the thyroid elements that are scat- 
tered in the dermoid does not make it a carcinoma 
of the thyroid in a struma ovarii. There are only 
about three or four cases of struma ovarii with malig- 
nant degeneration reported in the literature when 
one uses the term in this strict sense. I do not know 
how many there are when the term is used loosely 


ovarian dermoid cyst showing keratinized squamous 
epithelium with underlying sebaceous glands and hair 
follicles. 


to include cases of ovarian dermoid with a small 
amount of thyroid elements and this in turn having 
areas of malignant degeneration, In either case this 
is quite a rare tumor as reported in the literature. 

Dr. Klionsky: I attempted to find something in 
the literature in regard to this problem just discussed 


Figure 3. Photomicrograph of the right ovarian tu- 
mor showing an area where thyroid tissue projects 
above the ovarian capsule. 


by Dr. Spanos. The subject of struma ovarii is re- 
viewed by Woodruff and Markley! from Johns Hop- 
kins, who suggest criteria. Thyroid tissue is rather 
common in dermoids and is found in about 13 per 
cent of them. The incidence of struma ovarii is rela- 
tively much more rare. To be considered struma 
ovarii, according to these authors, the thyroid tissue 
should occupy 50 per cent or more of the solid 
material of the ovary, should show evidence of func- 
tional hyperactivity, or should show major abnormal- 
ity in its morphology or behavior, such as spread or 
metastasis. In the case being discussed today, the 
thyroid component probably comprised somewhat less 
than 50 per cent of the solid portion of the dermoid 
cyst. 

Dr. Boley: You spoke of functional activity of 
the thyroid tissue, Dr. Klionsky. Will you elaborate 
on this matter a bit further, especially as it might 
relate to the observation and management of our 
patient ? 

Dr. Klionsky: There are approximately 10 re- 
ported cases of teratornas of the ovary with struma 
ovarii in which the patient had definite evidence of 
hyperthyroidism.!:? The metabolic activity of this 
tumor can become manifested in many different ways. 
Evidences of thyrotoxicosis may disappear following 
removal of the ovary. There are other cases in which, 
after removal of the tumor, the patient developed 
goiter in the neck. In still another instance the patient 
first developed hyperthyroidism with the advent of 


Ne oy! >..* * 
. 
* 
Figure 2. Photomicrograph of the wall of the right 


86 THE JOURNAL OF THE KANSAS MEDICAL SOCIETY 


metastatic lesions and the hyperthyroidism disap- 
peared after removal of the metastases. Some have 
had a second operation with partial removal of 
metastases, and remission of hyperthyroidism. 

We should be well aware of the problems in this 
case and of the need for some further type of in- 
vestigation of the patient, It must be recognized 
that we have no definite histologic proof of malig- 
nancy or of metastases. This patient should be fol- 
lowed carefully for evidence of hyperthyroidism. [11 
uptake study and body scan would be of interest 
when the iodine given with the intravenous pyelo- 
grams pre-operatively has disappeared. If there is 
evidence that cancer is in fact present, then I believe 
she should be considered for thyroidectomy and sub- 
sequent radio-iodine therapy. However, I believe this 
patient has a fairly good potential prognosis, even 
without further therapy. Fifty per cent of the pa- 
tients with thyroid carcinoma in ovarian dermoids 
have long survivals, even in the presence of metas- 
tasis. 

Dr. Boley: What would be the purpose of remov- 
ing the thyroid in the neck in this patient? 

Dr. Klionsky: In any patient with carcinoma of 
the thyroid, the success of radio-iodine therapy is 
contingent on a large iodine uptake by the tumor. 
In the presence of a normal thyroid, most of the 
therapeutic dose would be delivered to it rather than 
to the tumor. Following removal of the normal thy- 
roid, activity may be induced in a previously non- 
functional thyroid tumor or metastasis which may 
then be attacked by I'*! therapeutic doses. 

Dr. Boley: Is it not correct, Dr. Spanos, that the 
malignancies occurring in ovarian tumors are gen- 
erally found in older individuals, and it is only when 
they begin to get ascites and lose weight and so 
forth that attention is drawn to the fact that some- 
thing is wrong? 

Dr. Spanos: That is correct. There are no early 


symptoms with ovarian malignancy. The ovaries lie 
in an area where they are more or less freely mov- 
able and there are no really vital structures that they 
press on early. There are no physiologic channels for 
early symptoms to manifest themselves and these 
tumors grow for a considerable period of time before 
they produce symptoms unless they just happen to be 
found on a pelvic examination. This points up the 
importance of doing careful pelvic examinations on 
your female patients. The detection of ovarian malig- 
nancies is one of the major problems in gynecologic 
cancer today. In tumors involving other areas of the 
genital tract, there generally are symptoms and signs 
early enough so that one can cure at least a major 
percentage of the cases, but with the ovary there 
are no symptoms until it is too late. This is evidenced 
by our cure rates with ovarian malignancies which 
are poor. Most places report cure rates of only about 
20 per cent up to a high of about 35 per cent for 
five year cures. 

Dr. Boley: In summary then, this is a case of an 
elderly woman who was found to have bilateral der- 
moid tumors of the ovaries, one of which had a thy- 
roid component. There were several gross features 
suggestive of malignancy, but this could not be sub- 
stantiated histologically with certainty. However, I 
believe the major points for the student to take with 
him from this conference are that although this case 
was a rather unusual one, it is not unusual to have 
malignancies of the ovaty in your older female pa- 
tients and it must be remembered that there are 
various types of ovarian tumors. 
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NOTICE 
of 
KANSAS BASIC SCIENCE BOARD EXAMINATION 


The Kansas Board of Basic Science Examiners will give examinations in the subjects 
of anatomy, bacteriology, chemistry, pathology and physiology on June 10 and 11, 1960, 
at the University of Kansas Medical Center, Kansas City, Kansas. Satisfactorily com- 
pleted applications for examination should be submitted at least 30 days prior to date of 
examination. Application blanks and other information can be obtained from Dr. L. C. 
Heckert, Secretary of the Kansas Board of Basic Science examiners, Pittsburg, Kansas. 
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THE KANSAS MEDICAL SOCIETY 
1Olss ANNUAL STATE 
MEETING 


Hutchinson, Kansas Baker Hotel 


: 


The President’s Message 


Dear Docror: 


An important division of the executive branch of the national govern- 
ment is the Department of Health, Education and Welfare. The matters 
confronting this department are the concern of each of us as physicians. 

Welfare has for the past 15 years been of great concern to the Kansas 
Medical Society. The history of the welfare plan in Kansas, and its 
problems, is too well known to warrant review here. An article by the 
present director of the State Welfare Board is printed in the January _ 
issue of the JOURNAL OF THE KANSAS MEDICAL Society, which I believe 
will give you a good résumé of the past and present situation. 

At a recent meeting the Council of The Kansas Medical Society 
reaffirmed the profession's willingness and intent to continue to care for 
the indigent as we have in the past. Any plan purporting to improve 
the care of the indigent will be studied conscientiously by this Society. 
Until a plan is submitted which will bring this about, the doctors of 
Kansas will continue to furnish high quality medical care, regardless of 
the individual's ability to pay. Each one of us has a responsibility to make 
this pledge remain true and not become a hollow phrase. Your Council 
again repeated its belief that welfare programs should be regulated on local 
and not on state level. 

Elsewhere in this issue, on the editorial pages, you will find information 
on the state of education in Kansas. I would urge you to read the 
editorial and act accordingly. Certainly no other group could have a more 
consuming interest in education than the medical profession. Many 

hysicians are active on their local school boards, college and university 
yards, as well as other educational institutions, They are to be commended. 
However, many of us have been too busy over the years to take more than 
a passing interest in our schools. We are suddenly becoming aware of the 
great population explosion and the need for acceleration of our program 
of procuring teachers and facilities for training our youth. The situation 
in Kansas leaves much to be desired. Our state schools need new buildings. 
The faculties need to be strengthened and various fringe benefits, such 
as retirement and pension funds must be granted so that the faculty 
members may have a sense of security and that new teachers can be recruited 
and attracted to Kansas schools. As physicians we are particularly concerned 
about the medical school and must interest ourselves to see that 
appropriations by the legislature are sufficient to maintain its present high 
standard. At the present time the Medical Center is about 67 per cent 
self supporting. In fact, the Medical Center receives less tax money from 
the state than any other medical center in the United States. 

However, much as we are interested in medical education, we must be 
concerned also with the training of technicians, nurses, physiotherapists, 
engineers, lawyers, teachers and those who enter other professions. 

For this reason I urge you to support the schools in your community, and 
our state institutions by letting the proper authorities know of your 
interest. Urge your friends and relatives to support their schools and to 
seek needed facilities. Your influence will do much to bring about 

a favorable outcome. 

Health, of course, has been a matter of utmost concern to our profession. 
It goes without saying a nation, in order to be great, must be a healthy 
nation. This is our responsibility. In this endeavor we have succeeded 
so well that our nation under our present system of medicine has produced 
the “oye health standards of the world with unsurpassed medical care 
available to one and all. There are those who would shackle our profession 
with governmental control and, if experience in other countries is any 
criterion, with subsequent deterioration of efficiency and quality of medical 
care. We must be alert to these threats and let our lawmakers know our 
stand on these matters, if we are to avoid this pitfall. 

So—health, education, and welfare are matters in which we all have a 
great stake. Our future and our children’s future depend on what we do 
about them—now. 

Fraternally, 


Me 


President 
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COMMENT 


The Council committed the Society and its indi- 
vidual members to a new project when it endorsed 
active support by the medical profession for the im- 
provement of education in Kansas. It is hoped each 
individual member will support this program in 
whatever manner he considers to be locally effective. 

This is especially significant because it represents 
a fare instance when any organization has engaged 
in an activity apart from its own interests. The Coun- 
cil made its decision on the basis of two principal 
considerations. The first of which is the long history 
of medicine’s support for high educational standards 
and the fact that the physician is certainly the prod- 
uct of the most carefully controlled educational proc- 
ess in society. Second, was the belief that this would 
be of public relations advantage generally and a 
sound means for obtaining popular support for the 
medical school. 

No one can deny the importance of a good ele- 
mentary education as a foundation for college work, 
therefore this project is a sincere effort to engage 
in an activity in which the profession has a genuine 
concern and in which it is peculiarly fitted to express 
an interest. 

Following an introductory statement concerning the 
Council action, Doctor Peters gave this information 
to the press. 

“Our decision was easy. What sounder investment 
can we make for the future of this state than to assure 
ourselves the next generation will be better educated 
than we were? If we are not willing to provide for 
every child the opportunity to learn all his ability and 
interest require to enable him to prepare for a life- 
time of activity what future shall we provide in its 
place? 

“We are referring to education at all levels be- 
cause each scholastic division depends upon the per- 
formance of those below. The high school student 
who was not taught arithmetic in the second grade 
will never become the atomic scientist he might other- 
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Education in Kansas 


wise have been because he lost a foundation that can 
never be entirely replaced. - 

“As doctors we are, of course, interested in the 
University of Kansas School of Medicine. We take 
pride in this school and want to point out among 
many firsts which could be named, that this school in 
Kansas taught more graduate hours last year than 
any other medical school in the United States. This 
represents continuing education offered by any per- 
son holding a license from the Healing Arts Board 
to practice medicine and surgery. It means the Kan- 
sas University School of Medicine is performing a 
superior service to the people of Kansas by assuring 
them their doctor keeps abreast with all medical ad- 
vancements. 

“So of course we are determined this school shall 
continue to train the young men and women who 
choose medicine as their life’s work to become the fin- 
est doctors anywhere. 

“But, however important that is to us profession- 
ally, as citizens we are equally determined Kansas 
shall educate the finest attorneys, the best farmers, 
bankers, teachers, engineers, nurses, business leaders, 
and in fact, the best there is in every field. 

“Therefore we cannot limit our attention to our 
special interests alone. No group can afford to do so. 
We must assure ourselves, and never become compla- 
cent until we are sure, that every child has the oppor- 
tunity of an education. Wherever we cut corners with 
the opportunity to learn we sacrifice by that much 
whatever the future might produce. It is not merely 
that we might like to do more, it becomes a matter 
of survival, the cold hard fact that we simply cannot 
afford to do less. 

“To do this job we recognize we must look to the 
future. We do not need to speculate about the col- 
lege enrollments of 1970. We can count them. They 
are in the grade schools today being prepared for 
the college courses they will take in the future. There- 
fore we must act now to be ready when they arrive, 
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ready with classrooms and libraries and teachers and 
ready with laboratory equipment too. But not only 
must we be ready in that way, we must today teach 
these children in the grades and in the high schools 
so they will be equipped to take advantage of their 
college education when that time comes. 

“So perhaps the lower level of education is the 
most important after all and it was this realization 
that prompted the decision of The Kansas Medical 
Society to exert its effort toward assisting the broad 
area of education in this state. As citizens we are 
ready to join our effort with any who believe this to 
be important. We invite everyone to come along so 
we may be assured of protecting the best investment 
we will ever make for our future—our youth.” 


The 1960 Annual Session 


Plans are complete for the State Meeting which 
will be held in Hutchinson beginning Monday, May 
2 and closing on Wednesday, May 4. A change in 
the usual state meeting format provides time and op- 
portunity for many special events in addition to the 
complete scientific program. The host society, under 
the leadership of Dr. Jack Perkins, general chairman, 
has arranged a most interesting series of events which 
the Society will enjoy. 

It is time now to make reservations which should 
be handled individually. There are 12 or 14 hotels 
and motels from which to select. The following were 
particularly recommended: 

The Baker Hotel has 175 rooms, ranging in price 
from $5.50 to $21.50. 

The Leon Hotel, 14 East 2nd Street, has 71 rooms, 
$4.00 to $8.50. 

The Beauty Rest Motel, 2927 East 4th Street, has 
19 units ranging in price from $4.50 to $8.00. 

The Sunset Motel, 2605 East 4th Street, has 27 
units, ranging from $5.00 to $11.00. 

The Rambler Motel, 3005 East 4th Street, has 18 
units, ranging from $6.00 to $16.00, and 

The Wheatheart Motel, South of the city on K-17 
has 27 units ranging in price from $5.00 to $21.00. 
Other motels and hotels are available for use during 
this convention. Should these be filled, additional 
names will be supplied upon request. 

This year there will be less congestion than pre- 
viously because the meeting is planned without ex- 
hibits. Many reservations previously taken by em- 
ployees of exhibiting firms will now be available to 
physicians attending this session. It would be advis- 
able for the sake of obtaining preferred accommoda- 
tions that reservations be sent in now. 

With the exception of the first House of Delegates 
meeting, which is one block away and the athletic 
events, all other activities will be held at the Baker 


Hotel. This hotel was built for conventions and 
rooms are excellently situated to accommodate all 
meetings. 

A complete program will be published in a suc- 
ceeding issue of the JOURNAL. The briefest summary 
is as follows. 

On Monday, May 2, 1960, the House of Delegates 
will have a breakfast at the Town Club, 110 North 
Poplar, at 7:00 a.m. Beginning at 9:30 that morning 
and concluding at 12:30 p.m. general sessions will 
be held with scientific speakers presenting papers in 
the Ballroom of the Baker Hotel. The luncheon 
period is open to enable everyone a free period for 
relaxation, visiting with their friends or for shopping 
excursions. 

At 1:30 p.m. in the afternoon the sports events 
begin; the golf tournament will be at the Prairie 
Dunes Country Club. The shooting contest at the 
Ark Valley Rod and Gun Club. At 7:30 that evening 
the sports banquet will be held at the Prairie Dunes 
Country Club. 

On Tuesday, May 3, the scientific program will 
begin at 9:30 in the morning in the Ballroom of the 
Baker Hotel and will continue until 4:00 p.m., except 
for a free period at the noon hour. At 7:30 p.m. the 
annual banquet will be held in the Ballroom in the 
Baker Hotel. 

On Wednesday morning, May 4, specialty groups 
will hold individual meetings in six or eight private 
rooms on the Mezzanine floor at the Baker Hotel. 
At 12:30 p.m. the House of Delegates will conduct 
its second session beginning with a luncheon in the 
Ballroom at the Baker Hotel. 

Dr. C. R. Openshaw, program chairman and his 
Committee, have planned a scientific program of ex- 
ceptional interest consisting of individual speakers 
and panel discussions. Announcement of speakers’ 
names will follow in a future issue of the JOURNAL. 

The streamlined meeting as outlined above still 
provides for the scheduling of all events requested 
by the Society. It is hoped a large attendance may be 
obtained to make this first annual session in the new 
format a success. Again, all members are requested to 
make their hotel reservations now to assure them- 
selves of the type of accommodations they desire. 


The Forand Bill 


Previously announced dangerous to the American 
way of life in the threatened passage of the Forand 
Bill it still holds everyone interested in the preserva- 
tion of free enterprise. They should at this time ac- 
quaint their Congressmen with their views on this 
legislation. There is, in addition to the above, an 
increased hazard that the principles embodied in the 
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Forand Bill might be broken into segments and acted 
upon separately. The problem, therefore, now is not 
only to call attention to H.R. 4700, but to be certain 
each Congressman and Senator understands the in- 
herent danger of enacting into law not only this Bill, 
but the various principles contained therein. Mr. J. H. 
Abrahams, president of the Kansas Health Insurance 
Council authorized the reprinting of the following 
letter. With only slight changes as are necessary to 
personalize the message, Mr. Abrahams sent this 
letter to all Chambers of Commerce and to all Kan- 
sas Congressmen and Senators. It was believed to be 
of sufficient interest to the medical profession that it 
is reprinted with the author’s permission. 

... ‘We request your active support in opposition 
to legislation to be presented in the next Congress 
which would provide that irrespective of need, certain 
hospital, nursing home and surgical benefits would be 
paid by the Social Security System to beneficiaries 
eligible to receive OASDI payments. The Forand Bill 
(H.R. 4700 of the 86th Congress) is the best known 
of similar measures previously presented before Con- 
gress. This type of legislation has been proposed out 
of a genuine concern for the problems of older peo- 
ple in financing health care costs but, unfortunately, 
such legislation would not accomplish the intended 
purpose and would ultimately have tragic con- 
sequences. 

“The proponents of such legislation assume that 
aged people are, for the most part, unable to meet 
their health care costs because of inadequate income 
and insufficient resources and, further, that voluntary 
health insurance is either not available to most aged 
people or is priced beyond their reach. Based on these 
assumptions, it is argued that the government must 
assume responsibility for health care costs of the 
aged. 

“We feel that these assumptions are unsound and 
that there are many reasons why this type of legis- 
lation should not be enacted. Our reasoning was best 
expressed by Mr. E. J. Faulkner, Chairman of the 
Health Insurance Council, in his testimony before 
the House Ways and Means Committee last July and 
is repeated briefly following: 


1) It is unsound to assume that most of the 
aged population of our country are not able to 
finance their health care costs. Statements to the 
effect that most aged people are unable to defray 
health care costs have been made repeatedly, but 
never proved. As a matter of fact, there is a great 
deal of evidence to the contrary. 

2) It has never been established that aged per- 
sons who required and sought needed health care 
have been refused it. No record has been produced 
of denial of care because of inability to pay. 


3) Voluntary health insurers are meeting the 
increasing demand for health care financing for 
the aged. After eliminating from the insurable po- 
tential, 4,000,000 people over age 65 who, for one 
reason or another, do not need or want health in- 
surance, it is estimated at the end of 1957 that the 
aged who need and want health insurance and had_. 
such insurance would be in excess of 50 per cent. 
The record of extension of voluntary health coverage 
to senior citizens is truly phenomenal and is con- 
tinuing at an even more rapid pace. 

4) Were the scheme proposed in the Forand 
Bill (H.R. 4700 or similar legislation) established, 
there would be imposed upon our already over- 
taxed citizenry another heavy and unnecessary tax. 
Regardless of cost estimates by proponents of this 
type of legislation, sound actuarial studies set the 
cost in 1960 at from $2,074,000,000 to $2,387,000,- 
000 while by 1980 they would range from $5,987,- 
000,000 to $7,660,000,000. These figures would be 
expressed as a level premium of from 2.32 per cent 
to 2.97 per cent of taxable payroll. 

The following is the schedule for increasing con- 
tributions under our present Social Security law and 
does not take into account the added cost con- 
templated by H.R. 4700 or similar legislation: 


Employer Employee Self- 


Contr. Contr, Empl. 
% % % 
Jan. 1, 1959-Jan. 1, 1960 24% 2144 35%, 
Jan. 1, 1960-Jan. 1, 1963 3 3 4Y, 
Jan. 1, 1963-Jan. 1, 1966 
Jan. 1, 1966-Jan. 1, 1969 4 4 6 
Jan. 1, 1969 and thereafter 414 4, 65/4 


5) The Forand Bill (H.R. 4700 or similar legis- 
lation) poses a serious threat to the future of the 
present social security system. The proposed bene- 
fits are inconsistent with the basic pattern and phi- 
losophy of OASDI. We believe the additional tax 
imposition will undermine the long-term willingness 
of taxpayers to pay for social security, and could 
conceivably make it extremely difficult for Congress 
to adhere to the sound policy of maintaining the 
social security system through special taxes levied on 
those covered and their employers, rather than sub- 
sidizing the scheme out of general Federal reserves. 

6) The Forand Bill (H.R. 4700 or similar legis- 
lation) would lead to an all inclusive compulsory 
health insurance plan. Advocates of the Welfare 
State have long planned and worked for the estab- 
lishment of a comprehensive system of compulsory 
health insurance here with its inevitable concomitant, 
the socialization of health care. This type of legis- 
lation would be the first step—the rest would follow. 

7) The Forand Bill (H.R. 4700 or similar legis- 
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lation) would fail completely of its apparent pur- 
pose. It fails to solve the only real problem of financ- 
ing health care costs of the aged—that of the 
presently indigent aged. Over 4,000,000 men over 
age 65 and women over age 62 are not covered by or 
eligible to receive OASDI benefits—approximately 
one-third of the aged group. A large part of this group 
are people who have the greatest difficulty in paying 
their health care costs. 

8) The Forand Bill (H.R. 4700 or similar legis- 
lation) would have a painful effect on our entire 
economy. Obligations of the government should be 
reduced and not increased. 

9) Enactment of the Forand Bill (H.R. 4700 or 
similar legislation) would destroy voluntary 
health insurance. This industry is presently serving 
124 million Americans well today. Enactment of this 
type of legislation would seriously impair, if not 
destroy, the industry. We can’t compete successfully 
with the government. 

“Let’s keep health insurance on a voluntary basis 
and not put it on a compulsory basis. Voluntary 
health insurance has the capacity and the will to 
provide the aged, as well as the other segments of 
the population, with a sound and economic means of 
paying health care expenses. President Eisenhower 
recently said: ‘If the time ever comes when a large 
number of our citizens turn primarily to the govern- 
ment for assistance in what ought to remain a private 
arrangement between doctor and patient, then we 
shall all have suffered a great loss.’ Believe me, enact- 
ment of Forand type legislation would be the logical 
and immediate forerunner of that time. 

“The social benefit system of the United States has 
developed rapidly since 1935 when the Social Security 
law was enacted: Each Congressional election year 
for the past decade, the scope of Social Security 
benefits has been expanded and new benefits added. 
There are vigorous and vocal pressure groups de- 
manding legislation that will provide compulsory 
health insurance. They will succeed unless there is 
an informed public opinion aroused against the 
proposal. It can be if the facts are known, and 1960 
is the critical year. I would welcome an opportunity 
to discuss this type of legislation, and its harmful 
effects, in more detail with you.” 


Curbing the Population Explosion 


Each day of the'year, experts claim, adds 100,000 
more lives to the globe’s population. At that rate, the 
world population will zoom to seven billion by the 
year 2000. Is it any wonder that leaders of many lands 
see in this surge of population the threat that man- 
kind may overpopulate itself into starvation ? 

Consequently, birth control as an official policy 
financed by public funds is receiving wider and 


wider attention throughout the world. In an article 
in its February issue, Methcdism’s family magazine 
Together summarizes the direction this movement is 
taking. 

India, for instance, has instituted a government- 
supervised program of disseminating birth control in- 
formation for which $1 million has been allocated 
for the next five years. In Japan, 40,000 midwives 
and nurses are giving contraceptive instruction at 
900 health centers. However, abortion, legalized in 
1948, is still the nation’s most prevalent birth-control 
practice. 

Pakistan’s president has characterized family plan- 
ning as a governmental responsibility. In Ceylon, 
where the government has increased its aid to the 
volunteer Family Planning Association, almost 100 
clinics and centers are in operation. Additional im- 
petus has been given the program there by a $28,000 
pilot-study grant from Sweden. 

In Hong Kong and Malaya also family-planning 
organizations have received government help. The 
United Arab Republic and several African govern- 
ments likewise have given encouragement, financial 
and otherwise, to birth-control programs. 

Voluntary associations are working in Europe, in- 
cluding some dominantly Roman Catholic countries. 
Even behind the Iron Curtain, Poland and Russia are 
giving attention to population control. 

Here in America, according to Together, more 
and more churches are taking a stand in favor of 
planned families. 

The Methodist Church, through its General Con- 
ference of 1956, adopted this position: “We believe 
that planned parenthood, practiced in Christian con- 
science, may fulfill rather than violate the will of 
God.” 

The United Lutheran Church has said this: ‘‘Hus- 
band and wife are called to exercise the power of 
procreation responsibly before God. This implies 
pianning their parenthood in accordance with their 
ability to provide for their children and carefully 
nurture them in fullness of faith and life.” 

The Augustana Evangelical Lutheran Church has 
put it in these words: “The means which a married 
pair uses to determine the numbers and the spacing 
of the births of their children are a matter for them 
to decide with their own conscience . . .” 

The Congregational Christian Churches, through 
their General Council, have taken this stand: “We 
favor the principle of voluntary childbearing, be- 
lieving that it sacramentalizes physical union and 
safeguards the well-being of the family and society.” 

The Protestant Episcopal Church has said: “We 
endorse the efforts being made to secure for licensed 
physicians and medical clinics, freedom to convey 
such information as is in accord with the highest 
principles of eugenics and a more wholesome family 
life.” 
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The Business Side 
of Medicine 


Your Life Insurance Must Be Planned 


FLOYD F. WEHRENBERG, Kansas City, Missouri 


THE 1954 REVENUE CODE and subsequent regula- 
tions pertaining to life insurance are important to 
your estate planning. Prior to 1954 life insurance 
proceeds were included in your gross estate thereby 
increasing estate taxes. It is now possible to avoid 
this in part by transferring the ownership of a por- 
tion of your insurance to your wife or children. You 
can still pay the premiums on those policies but have 
the proceeds excluded from your estate if the policies 
are properly modified. 


No Ownership May Be Retained 


In order to qualify insurance under these provi- 
sions, you must be certain that none of the incidents 
of ownership are retained by you. What are the inci- 
dents of ownership? They include the right to borrow 
on a policy, pledge or assign it as collateral, surrender 
it for cash, change the beneficiary, or change the own- 
ership. If you retain none of these you may pay the 
premiums on the insurance but it will not be included 
in your estate. On a $10,000 policy transferred in this 
manner, the tax savings can range from $300 to 
$7,500 depending upon the size of your taxable 
estate. 

If you wish to transfer policies, your agent should 
be so notified. It is important to remember, however, 
that transfer of old policies may create a gift tax 
problem and for this reason such a transfer should 
be made only upon the recommendation of your estate 
attorney. 

This is another method by which estate taxes can 


Mr. Wehrenberg is Missouri-Kansas manager, Professional 
Management Midwest, 4010 Washington Street, Kansas 
City, Missouri. 


be minimized. Your course of action should be gov- 
erned by the combined advice of your insurance coun- 
selor and the attorney who handles your estate plan- 
ning. 


Coordinating Life Insurance 
With Other Assets 


In the average case, life insurance is the major 
asset in a professional man’s net worth. It is impor- 
tant, then, both in Estate Planning and Retirement 
Planning that life insurance be given proper weight 
in relation to other holdings. Whatever your reason 
may be for the life insurance carried, it must be re- 
membered that this is a capital asset that will produce 
a fixed number of dollars, either upon death or at 
retirement. Your life insurance should be coordinated 
with your other assets in such a way that maximum 
benefits may be obtained from all property owned. 

Let us use the illustration of Doctor A who now 
has insurance that will provide a clean-up fund, mort- 
gage funds and will pay Mrs. A $150 monthly for 
life in case of his death. Doctor's goal is $300 month- 
ly income for his wife in case of death. It would seem 
that Doctor has a need for a substantial amount of 
additional insurance. What has not been considered, 
however, is that Doctor’s medical building will pro- 
vide additional income for his wife and he owns sub- 
stantial amounts of stocks and bonds that will fur- 
ther supplement his wife’s income. 

A second illustration might be the case of Doctor 
B. This Doctor is planning for his retirement. It is 
determined that he will have to invest $175 monthly 
to age 65 equally in fixed and variable investments to 
achieve his retirement goal and maintain proper bal- 
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ance in his investments. What has not been consid- 
ered is the potential $40,000 fixed cash value of his 
life insurance at age 65. These cash values will re- 
duce the required monthly investment or will increase 
available retirement income. More important, proper 
consideration for these cash values will affect the ratio 
of his future investments in fixed and variable con- 
tracts. 

Whether you are planning your estate, program- 
ming your life insurance, or planning for retirement, 
the importance of coordinating life insurance with 
other assets cannot be overemphasized! 


Artists Now Part Of 
Medical Team 


In a good many hospital operating rooms today 
you are likely to find a man or woman clad in gown, 
cap and mask, but carrying an artist’s sketch pad. 

They are the highly-trained medical artists who 
are an integral part of the medical team we admire 
so much for the outstanding advancements being 
made in medical science. 

The medical illustrator brings to his art a knowl- 
edge and concentrated study that we rarely think of 
when we look at medical illustrations. He must have 
not only knowledge and skill in the fine arts, but a 
well-rounded background in the sciences—physics, 
chemistry and animal biology. 

These medical artists are not only concerned with 
drawing medical illustrations. They must do display 
work for visual education, photography for medical 
research and teaching, and moulage—a molding and 
casting of three-dimensional subjects. 

An artist may be called on to go to the bedside of 
a4 patient to make a water-color drawing of lesions 
of the patient’s thumb. He may have to build an en- 
larged teaching model of the human eye of plaster, 
wax, and rubber, with transparent plastic as a lens. 

Clad in gown, cap and mask, the artist can be 
found in the operating room making fast step-by- 
step sketches of the surgical process. And he must 
know the principles and use of photography. 

The making of three-dimensional models is an 
especially fascinating process. A wax hand, for ex- 
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ample, is made by plunging a hand into a bag of 
agar (a solidifying agent) until a solid mold is 
formed. Then wax is poured into the mold and the 
finished product is painted to look like flesh with a 
skin rash or other particular disorder. 

Or the moulage may be a spinal cord, or any other 
organ of the body or combination of them including 
models of the entire anatomy. 

Another use for the skill of the medical artist 
using moulage is in the area of making cosmetic re- 
placements. Take for example a patient who has a 
growth on one ear. His condition is such that the 
ear must be removed. 

Under certain circumstances, when plastic surgery 
cannot be continued, the medical illustrator may be 
called on to prepare a cosmetic restoration. In this 
case a mold is made of the patient’s remaining ear. 
The cast is then used as a guide for modeling the 
restoration. The finished product is formed out of 
soft plastic and is worn by the patient. The work of 
a skilled medical artist is so remarkable that very 
few persons will notice such a cosmetic replacement. 


MAX BROEDEL, THE PIONEER 


The present high plane of medical illustrating in 
the United States is due primarily to the influence of 
one man, who came to this country from Germany 
in the 1890’s, and in 1911 organized at Johns Hop- 
kins, the first medical art department in the country. 

This was Max Broedel who worked as illustrator 
for Howard A. Kelly, the great Johns Hopkins 
gynecologist. Although handicapped by a lack of 
medical knowledge, Broedel was taught by Dr. Kelly, 
who permitted him to study as he worked. 

He later spent 30 years as head of the medical art 
department, endowing his students with the tech- 
niques and excellence that characterized his work. 
These students put in three years acquiring the basic 
knowledge they will need in their work. Because 
they must be as familiar with human anatomy as the 
doctor himself, many of their studies parallel those 
of a regular medical student. Some of Broedel’s stu- 
dents have started other schools, and today there are 
several schools training medical illustrators.—Em poria 
Gazette. 
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OVERSHADOWING ALL OTHER DEVELOPMENTS FROM 
the standpoint of the medical profession was the 
flat prediction from a high Administration official 
and key lawmakers that Congress this year would vote 
some sort of liberalization of the Social Security pro- 
gram. 

There was general agreement that Congress would 
broaden the Social Security plan for permanently 
and totally disabled persons by removing the re- 
quirement that a person has to be at least 50 years 
of age before receiving such benefits. 


Further Liberalization 


However, there were forecasts of even further lib- 
eralization. House Speaker Sam Rayburn (D., Texas) 
said monthly cash benefits also may be boosted. On 
the other hand, the House leader said he believed 
a majority of the House Ways and Means Committee 
were opposed to the disputed Forand bill that would 
finance partial health care for the elderly through 
higher Social Security taxes at an estimated extra cost 
of $2 billion annually. As a result, he said he did 
not think “there was a great deal of chance for it.” 
But the AFL-CIO and some Congressional backers 
of the highly controversial bill were urging Congress 
to approve it this year. 

Arthur S. Flemming, Secretary of Health, Educa- 
tion and Welfare, asserted that the Administration 
is planning to offer a program aimed at assisting 
needy aged to meet health bills, but gave no details. 
The official noted that the Administration has firmly 
opposed the Forand-type approach on grounds it 
would destroy the rapid progress in meeting the 
problem through private means. But Flemming, in a 
speech before the American Association of Univer- 
sity Teachers of Insurance, said the Administration 
has an obligation “to stay with it” until it arrives 
at a plan. 

Congress has extended the Social Security program 
every presidential election year since 1948, and 1960 
appeared to be no exception. Whether or not the 
issue of medical care for the aged will be included 
was one of the big question marks early in the ses- 
sion. 
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Washington 
HIGHLIGHTS 


This summary of Washington news is prepared by the 
A.M.A. Washington Office for distribution to state med- 
ical journals. 


AMA Pledges 


Shortly before Congress convened, the Boards of 
Trustees of the AMA and the American Hospital 
Association, in a joint resolution, pledged to “mobi- 
lize their full resources to accelerate the development 
of adequately financed health care programs for 
needy persons—especially the aged needy—” at state 
and local levels. 

The Boards said Forand-type legislation is “not 
designed to assist the needy, since they apply to all 
Social Security beneficiaries and exclude the majority 
of needy persons, who are not eligible for Social 
Security benefits.” 

Following the action, Dr. Louis M. Orr, AMA 
President, and three other AMA officials—Dr. E. Vin- 
cent Askey, AMA President-Elect, Dr. F. J. L. Blasin- 
game, Executive Vice President, and Dr. Ernest B. 
Howard, Assistant Executive Vice President—visited 
Vice President Richard M. Nixon at his Washington 
Office. They told the Vice President that by the end 
of this year an estimated 60 per cent of the nation’s 
aged persons who want and need voluntary health in- 
surance will have it. 

Mr. Nixon, according to the officials, was delighted 
to receive the information and “very much interested” 
in the program of voluntary health insurance for the 
aged. 


New Tax Deductions 


Physicians who are officers of qualified clinics 
would be entitled to deduct as business expenses 
money set aside for their retirement under a proposed 
regulation of the Internal Revenue Service. The de- 
cision climaxed a five-year effort of a group of Mon- 
tana physicians to secure such tax treatment, and 
marked an important tax development for physicians 
who operate clinics. Self-employed physicians con- 
tinue to be barred from similar tax treatment, though 
there is legislation before the Senate Finance Com- 
mittee that would afford them tax deferrals on funds 
set aside for retirement. 
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The Fourth Postgraduate Course on Fractures 
and Other Trauma, sponsored by the Chicago Com- 
mittee on Trauma of the American College of Sur- 
geons, will be held April 27 through April 30, 1960, 
at the John B. Murphy Memorial Auditorium, 50 
East Erie Street, Chicago. 

The Course for 1960 is dedicated to the memory 
of Dr. William R. Cubbins. An outstanding leader 
in fractures and other trauma, Dr. Cubbins was asso- 
ciated for many years with the Northwestern Uni- 
versity School of Medicine, the Stritch School of 
Medicine of Loyola University, and Ccok County 
Hospital. 

Teachers prominent in the field of trauma from the 
five Chicago medical schools, and chiefs of services 
from leading Chicago hospitals will lead discussions 
on all phases of trauma: Injuries to the eye, face, 
neck, chest, abdomen and extremities; repair of bone 
and cartilage in trauma; aseptic necrosis; urological 
complications of fractures; intramedullary fixation of 
fractures; bone grafts; and other related subjects. 

There will be panel discussions on low back pain, 
abdominal injuries and fractures in children. One 
evening will be devoted to clinical presentations. A 
special feature this year will be a program of prac- 
tical demonstrations on traction, office technique of 
aspiration and injection of joints and bursa, trans- 
portation and emergency splinting, supination treat- 
ment of Colles fractures, strapping of the back and 
ankle, and manipulative reduction of common dis- 
locations. Illustrated lectures, lantern slide demon- 
strations, audio-visual programs and question-and- 
answer periods will be held. 

Registration fee will be $50. Residents will be ad- 
mitted free upon presentation of a note of identifica- 
tion from chief of service. 

Dr. Sam *W. Banks, Chairman of the Chicago 
Committee on Trauma, is Director of the Course. 
Inquiries should be addressed to Dr. John J. Fahey, 
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Announcements 


Professional meetings, conferences, and postgraduate 
courses of national importance are listed for the Doc- 
Tor’s CaLenpar. Notice of the session is posted in 
advance to allow the physician time to make prepa- 
rations. 


who is chairman of the Committee on the Post- 
graduate Course on Fractures and Other Trauma. 


The 28th annual Alumni Postgraduate Con- 
vention of the College of Medical Evangelists is 
scheduled for February 28 to March 3 in Los Angeles. 

The five-day meeting will be held at the College 
(Feb. 28, 29) and at the Ambassador Hotel (March 
1-3) and will feature six guest lecturers plus a 
prominent Los Angeles attorney and a number of 
faculty members from the USC, UCLA, and CME 
Schools of Medicine. 

The first two days will consist of a series of re- 
fresher courses to be held in classrooms and labora- 
tories on CME’s Los Angeles campus. Physicians 
registered for these courses will receive Category I 
credit from the American Academy of General 
Practice. 

Beginning Tuesday, March 1, the convention moves 
to the Ambassador Hotel for the three-day scientific 
assembly. Included in this program in addition to 
lectures, are luncheon roundtables and panel dis- 
cussions. 

Heading the list of guest lecturers is Captain Nor- 
man Lee Barr, director, Astronautical Division, Bu- 
reau of Medicine and Surgery, U. S. Navy, Washing- 
ton, D. C. Subject of Dr. Barr’s lecture, set for 9 a.m. 
Tuesday, is “Space Medicine.” 

Some 1,000 physicians attended last year’s con- 
vention and a similar number are expected to register 
for this meeting. 


The Pan American Medical Women’s Alliance 
is having its Seventh Congress in San Juan, Puerto 
Rico, June 3-8, 1960 at the Condado Hotel. 

For those who are not familiar with the purposes 
of the Alliance, I quote from the Constitution, 


Article II: 


i 
8% rie. 
A ; 
“J 
| 
ij 


FEBRUARY, 1960 97 


“The purpose of this Alliance is to bring the medi- 
cal women of North, South, and Central America, 
and the Caribbean area into an association with each 
other for mutual improvement; encouragement for 
their participation in all branches of medical public 
welfare; for the exchange of ideas and of improved 
treatment; to facilitate social and cooperative re- 
lations; to assist in the further education of its 
members through exchange fellowships and loans; 
and to generally forward such constructive movements 
as may be mutually beneficial or properly endorsed 
by the medical associations of our several countries.” 

An interesting program is being planned for this 
Congress with Dr. Cornelia Carithers of Jackson- 
ville, Florida, as Program Chairman and Dra. 
Guadalupe Ayala Uribe of Mexico and Dra. 
Tegualda Ponce of Chile as co-chairmen. Any mem- 
ber of the Alliance is invited to present a scientific 
paper at this meeting. The Scientific Sessions will 
begin on Saturday morning, June 4, with the last 
scientific session being held Wednesday morning, 
June 8. Those who wish to attend the Specialty 
Meetings in Miami, preceding the American Medical 
Association Meeting, will have ample time to get to 
Miami for those meetings. 

At present, the registration fee has not been set 
but it is planned to have this fee cover registration 
fee for the Congress as well as the lunches and 
dinners. Breakfast and rooms will be on your own. 
Rates for the hotel rooms are not yet available. Plans 
should be made to arrive in “San Juan on Friday, 
June 3. A welcoming dinner is being planned for 
Friday evening. Dra. Carmen Mejia, local arrange- 
ments chairman, is arranging a sight-seeing tour for 
Wednesday afternoon, June 8. 

No plans have been made for a pre- or post-con- 
vention tour. Each individual will make her own 
plans for visiting the Islands if she so wishes. 

Applicants for membership to the Alliance should 
be made to Dr. Eva Cutright, 458 Beall Avenue, 
Wooster, Ohio, Treasurer. The fee is $4.00 for 
biennium 1959-1960. 


The next scheduled examinations (Part II), 
oral and clinical for all candidates will be conducted 
at the Edgewater Beach Hotel, Chicago, Illinois, by 
the entire Board from April 11 through 16, 1960. 
Formal notice of the exact time of each candidate’s 
examination will be sent him in advance of the ex- 
amination dates. 

Candidates who participated in the Part I Ex- 
aminations will be notified of their eligibility for the 
Part II Examinations as soon as possible. 

The deadline date for the receipt of new and re- 
opened applications for the 1961 examinations is 
August 1, 1960. Candidates are urged to submit 
their applications as soon as possible before that 
time to Robert L. Faulkner, M.D., 2105 Adelbert 


Road, Cleveland 6, Ohio.—American Board of Ob- 
stetrics and Gynecology. 


The New York University Postgraduate 
Medical School offers the following courses in Medi- 
cine in February and March of 1960: 


DIAGNOSTIC CARDIAC AUSCULTATION 


A full-time, 31/4 day course, Wednesday through 
Saturday noon, February 24-27, 1960. 

Recent testing by the use of “unknown” type re- 
cordings of heart sounds and murmurs has shown 
that in general, physicians recognize less than half 
of the simple common auscultatory phenomenon en- 
countered in daily practice. 

This course, utilizing tape recordings, individual 
electronic stethoscopes and visual patterns of sound, 
is designed to teach rapidly the recognition of sounds 
and murmurs and stresses their correlation with the 
underlying hemodynamic phenomenon. The entire 
field of cardiac auscultation including valvular and 
congenital types of abnormalities is covered. 


ELECTROCARDIOGRAPHY 


A full-time, five-day course, Monday through 
Saturday (excluding Wednesday and Saturday after- 
noons) March 14-19, 1960. 

This course is the result of twenty years’ experi- 
ence in the teaching of electrocardiography and ap- 
proaches the problem from the fundamental concept 
of the electrophysiology of the normal heart and the 
changes resulting from cardiac pathology. Much 
audio-visual and electronic equipment is used for 
demonstration. The stress is entirely on learning basic 
mechanisms and not pattern recall. While this course 
is suitable for physicians without previous electro- 
cardiographic training, it has been found from ex- 
perience that physicians with considerable electro- 
cardiographic experience likewise derive benefit. 

Both courses are under the direction of Dr. J. Scott 
Butterworth. 

For application and information write the Office of 
the Associate Dean, New York University Post- 
graduate Medical School, 550 First Avenue, New 
York 16, N. Y. 


NEW MEMBERS 


The Journat takes this opportunity to welcome these new 
members into the Kansas Medical Society. 


Charles G. Stanley,M.D. William H. Zimmerman, 

3105 Jefferson Street M.D.* 

Kansas City 11, Kansas 527 Mills Building 
Topeka, Kansas 


* Dr. Zimmerman was listed as practicing at Topeka State 
— This was an error and his actual address is given 
above. 
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Blue 


1959 Closes With New High Membership 


In a year-end statement issued by Blue Cross-Blue 
Shield recently, three important achievements were 
revealed: 

e membership in both Blue Cross and Blue Shield 
continues to increase, 

© cancellation is lower than ever before, and 

© operating costs for the Plans continue to de- 
crease. 


Membership Up 


Membership in Kansas Blue Cross-Blue Shield con- 
tinues to increase each year. For example, from Oc- 
tober, 1958 to October, 1959, there has been an in- 
crease of 12,940 in Blue Cross and 19,875 in Blue 
Shield. Total membership at the end of October was 
591,973 in Blue Cross and 527,450 in Blue Shield. 

At the same time that new members continue to 
enroll in Blue Cross-Blue Shield, statistics reveal that 
the year ending October 31, was also one of the 
Organization’s lowest in cancellation. 


Operating Cost Down 


During the same period, as the volume of business 
grew, operating costs continued on the downward 
trend. The cost per member to administer Blue Cross- 
Blue Shield has remained fairly constant for several 
years. For example, during the year 1958, operating 
costs were approximately 9 per cent, and this past 
year they have been reduced even further to 7.7 per 
cent. In other words—just a little less than eight 
cents of the member's dues dollar is used to operate 
the Plans. 

While membership grows and operating costs de- 
crease, the report went on to say, the cost of hospital- 
medical-surgical care has continued to increase in 
keeping with the inflationary pace in other areas, 
such as in the cost of food, housing, taxes, etc., and 
at the same time, an increasing number of members 
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are using more of this valuable, but expensive care 
every year. 


Care Cost Higher 


As a result of this higher cost of care and the 
greater use of that care it was necessary to adjust 
Blue Cross-Blue Shield dues beginning early this 
year. (Details of this increase were announced in the 
JouRNAL in December.) 

It is possible that adjustments in Blue Cross-Blue 
Shield dues raise the question “What is the most 
economical way to budget for hospital-medical-sur- 
gical care?” It is obvious that Kansans think Blue 
Cross-Blue Shield is the answer to that question, as 
they continue to enroll in the largest organization of- 
fering hospital-medical-surgical benefits in Kansas 
and while at the same time, cancellation figures con- 
tinue to decrease. Today, Kansas Blue Cross-Blue 
Shield has almost as many members as the combined 
enrollment of all other companies selling health care 
protection in Kansas. 


New Virus Causes Croup 


Association of influenza viruses with respiratory 
tract infections and croupy cough in infants has been 
documented by a number of investigators. Now a re- 
port links infantile croup with the new myxovirus, 
hemadsorption virus Type 2, which shows a predilec- 
tion for male children. This finding is “in accord 
with earlier notations that croup occurs less fre- 
quently in females,” reports Dr. Russell J. Blattner. 
If substantiated as one of the major causes of infec- 
tious croup, hemadsorption virus Type 2 will be “a 
leading candidate for inclusion in any vaccine against 
respiratory tract viruses.”—Journal of Pediatrics, De- 
cember, 1959. 
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Obituaries 


JAMES GRANT LEE, M.D. 


Dr. James Grant Lee, 91, a general 
practitioner in Bonner Springs since 1907, 
died December 20, at Bethany Hospital. 

He suffered a cerebral hemorrhage at his 
home. Doctor Lee was the father of Dr. 
J. G. Lee, Jr., an obstetrician and gynecolo- 
gist. 

Born in Davies County, Missouri, July 29, 
1868, he graduated from the old Kansas City 
Medical College in March, 1892. Later that 
school was affiliated with the University of 
Kansas School of Medicine. 

He began the practice of medicine in 
DeSoto in 1892, moving to Bonner Springs 
in 1907. From 1912 to 1918 he also prac- 
ticed at Eudora and DeSoto. Doctor Lee 
estimated that he delivered about 3,500 
babies during his medical career. 

He was a member of the staffs of the 
University of Kansas Medical Center and 
Bethany Hospital. 

Doctor Lee was a member of the Bonner 
Springs Methodist Church, the Wyandotte 
County Medical Society and the Bonner 
Springs Masonic Lodge, having been a 
Mason 66 years. 

Among his survivors are his wife, Mrs. 
Mae M. Lee, of the home; two daughters 
and three grandchildren. 


R. L. STROBACH, M.D. 


Dr. Rolla L. Strobach, 49, Kansas City, 
died at Bethany Hospital after a 6-months 
illness. He was stricken at the home and 
taken to Bethany. 

Doctor Strobach was with the U. S. Pub- 
lic Health Service in World War II. He 
later was an assistant and acting director of 
the city-county health department in Wyan- 
dotte County. Doctor Strobach was affiliated 
with Providence, Bethany, and St. Margaret’s 
hospital staffs. 

He was born in St. Louis and received 
A.B. and M.D. degrees from Washington 
University, interning at St. John’s Hospital 
there. He did his postgraduate work at the 
Vanderbilt University, Nashville, Tenn. He 
established his practice 13 years ago at 
Eighteenth Street and Quindaro Boulevard 
and later moved it to 5417 Leavenworth 
Road. 

Doctor Strobach was a member of Christ 
the King Catholic Church, the Welborn 
Optimist Club, and the Phi Beta Pi Medical 
Fraternity. 

Surviving are his wife, Mrs. Jeanne 
Strobach, a daughter and two sons. 
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Doctors AND CHARITY PATIENTS 


Medical doctors seeking to fend off more “‘medi- 
cine by government” are reminding the public again 
of how much charity work they do. 

The AMA News, newspaper of the American 
Medical Association, states editorially: ‘An all-out 
nationalized medical care program would mean that 
the taxpayers would have to pick up the bill for all 
free medical care now being provided by the prac- 
ticing physicians of America.” 

The newspaper says that surveys show that the 
average Louisiana physician gives $3,531 a year in 
free medical care. In South Dakota, the average is 
$2,364. In some large California counties the aver- 
age may run as high as $6,000. 

It has always been assumed in medicine that every 
doctor had to carry his share of charity patients— 
persons from whom he was certain never to receive 
full payment. Medical Economics magazine surveys 
show that doctors devote at least 10 per cent of their 
working hours to direct charity services, and another 
10 per cent to non-charity patients who'll never pay 
their bills. 

Advocates of more “medicine by government” 
counter these claims by pointing out that the dignity 
of the patient is involved. Many forced to be on 
charity are unhappy at not being able to pay, and 
their debt may weigh on their minds even if the 
doctor has written it off. Presumably such persons 
would not mind charity from government. 

The question of medical care for the aged and 
for other segments of the population unable to 
afford it will arise increasingly in coming years. The 
doctors do well to remind us of the burden they 
have carried in this respect in the past—a load which 
would be shifted to the taxpayer otherwise —W ichita 
Eagle, December 12, 1959. 


| The Kansas Press 
Looks at Medicine 


Editor's Note. In this section the JourRNAL repro- 
duces editorials relating to medicine which have ap- 
peared in the lay press. An effort is made to include 
both favorable and unfavorable comments, and the 
Editorial Board in no instance assumes responsibility 
for the opinions expressed. 


Costs Ristinc 


Many American families are having to adjust to 
rising health bills and medical costs have been one 
of the steady pressures causing the cost of living 
index to creep higher. 

How much of that is due to: 

Higher fees and drug and hospital charges? 

To people seeking more medical attention than 
they used to? 

To new, more effective, but costlier drugs and 
treatments ? 

Figures supplied by the Social Security Administra- 
tion and analyzed by the Chase Manhattan Bank of 
New York put the nation’s annual bill for personal 
medical care at about 22 billion dollars, double what 
it was in 1950, and 61/, times what it was in 1929. 

But the big jump as every family knows has been 
how much more individuals spend for medical care 
than they did 30 years ago. In 1929 medical expendi- 
tures came to $27 per person. Today they are $124. 

These are average figures. Plenty of people have 
to spend many times that in the course of a year. And 
a few lucky ones escape with less or none. 

The bank economists note that medical care costs 
have risen sharply. But they stress that new treat- 
ments and practices make comparisons difficult. 

“The charge for a day’s stay in the hospital has 
gone up 73 per cent since 1950, but modern methods 
of medical treatment have reduced the average length 
of stay by over one eighth. More important much of 
the care which is saving lives and improving health 
today had no counterpart 10, let alone 30, years ago,” 
they say. 

Two other factors enter into the rising total of 
costs. 

One is that research has enabled doctors to treat 
a wider range of illness. And more people take ad- 
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vantage of this. It is estimated that today about two 
thirds of the population see a doctor during the year. 
Thirty years ago less than half did. And the num- 
ber of visits per patient has risen 40 per cent. 

The second factor is that increasing visits have 
been spurred by rising incomes and by the spread 
of health insurance now held by three families out of 
four.—Hardtner Press, December 17, 1959. 


Major Heart Damage 


Though heart diseases in general may be on the 
advance among our senior citizens, rheumatic fever, 
a major cause of heart damage in youngsters, is mak- 
ing a steady retreat. 

The reduction in both incidence and death rate 
from rheumatic fever is one of several findings on 
the disease presented in the current issue of Patterns 
of Disease, a Parke, Davis & Company publication 
for the medical profession. 

Whereas in 1910, rheumatic fever claimed the 
lives of seven out of every 100,000 persons, the 1957 
mortality rate was only one in every 200,000. 

The reasons for this decline are not any one single 
factor but rather the general over-all advance of med- 
ical and health care—more accurate diagnosis, im- 
proved control of infectious diseases, better child 
care, as well as use of antibiotics and other agents. 

Despite this encouraging downgrade, however, 
rheumatic fever is still a major and potentially dan- 
gerous problem. In sheer numbers alone, the toll is 
heavy. An estimated 2,000,000 persons in the United 
States have had or will develop during their life 
span an attack of rheumatic fecer. Probably half of 
these will have residual heart damage as a result of 
the disease. 

Moreover, children are the chief victims of this 
frequently disabling disease. More than 50 per cent 
of all initial attacks occur before the age of 15, the 
five to 12 age group being the most vulnerable of 
all. Rheumatic fever and resultant heart disease is the 
fifth leading cause of death among children of five 
to 14. About one in every 100 school-age children has 
had rheumatic fever. 

What causes the illness? Streptococcal infections 
play a major role in the onset of rheumatic fever. In 
one study of 563 servicemen with the disease, no less 
than 62 per cent were found to have had acute ton- 
sillitis prior to the attack. Another five per cent had 
had scarlet fever. 

Too, the disease seems to run in families. If one 
child has rheumatic fever the probability of his sib- 
lings developing the disease is one in four; if one 
parent also has the disease, probabilily may increase 
to one in two. 

A major difficulty of rheumatic fever is the fact 
that it is hard to diagnose. ‘There is no single spe- 


cific test for the disease,’ Patterns states, although a 
combination of certain criteria do point the way to 
the presence of rheumatic fever in a patient. Once 
the diagnosis has been established, treatment is rel- 
atively simple—''the use of antimicrobial agents 
against streptococci, of aspirin or adrenocortical ster- 
oids to suppress rheumatic inflammatory process in 
the heart, and bed rest to allow heart inflammation to 
subside.” 

In treating rheumatic fever it is cautioned against 
stopping the use of medicines too soon. “When hor- 
mones or salicylate therapy for acute rheumatic fever 
is discontinued, manifestations of rheumatic activity 
often reappear,” the publication warns. 

Probably the greatest danger of rheumatic fever 
is that of recurrence. Since each additional attack 
may increase cardiac damage, prevention of recur- 
rence is a paramount problem. 

While the recurrence rate has declined noticeably 
over the past few decades, the chances of another at- 
tack within a year are still high: about one in seven 
for children in the six to 13 age group. However, 
the risk decreases with time. In one study the recur- 
rence rate among patients more recently recovered 
from the disease was seven times that for patients 
free from the disease for longer intervals. 

How can the recurrence of rheumatic fever be pre- 
vented? By the prevention of streptococcal infec- 
tions which are “especially dangerous for persons 
who have had rheumatic fever.’ And because strepto- 
coccal infections are often difficult to detect, the book 
advises a monthly injection of penicillin as the most 
effective long-term precautionary measure. 

Contrary to popular belief, the person who has had 
rheumatic fever is not condemned to a life of semi- 
invalidism. In fact, the great majority of patients 
with rheumatic fever are capable of leading com- 
pletely normal lives, once the disease is no longer 
evident. Overprotection can do more damage to a 
patient than a return, as soon as possible, to normal 
activity. 

Rheumatic heart disease need not prove a barrier 
to employment. In general, employees with this and 
other cardiovascular ailments, “maintain their usual 
occupations, though the company may enforce avoid- 
ance of overtime work and weight lifting.” 


Thumb-Sucking 


Most orthodontists no longer consider the habit 
of thumb-sucking as seriously as they did in former 
years, particularly if the habit is discontinued by age 
6 or 7 years. “If the thumb-sucking is superimposed 
as a temporary feature on a dentition which is devel- 
oping normally, the tongue will reposition the teeth 
when the habit ceases,” writes Dr. I. Phillips Froh- 
man.—Current Medical Digest, November, 1959. 
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Dr. Robert B. Young has announced that he will 
be joining Dr. Barbara Russell in the practice of 
medicine in Rolla, Missouri. 

Dr. Young has been with the Hertzler Clinic as 
“town doctor” for the past three years. 


Drs. John Cavanaugh and H. L. Harris left 
Topeka for a flying trip to Europe, landing in Paris 
on Christmas morning. Dr. Andre Baude will ac- 
company them in the flight over. They returned dur- 
ing the first part of January. 


Dr. John K. Griffith, who has been practicing in 
Valley Falls for six years, will open an office in 
Winfield. He will occupy the suite in the State Bank 
Building formerly occupied by Dr. C. D. Behrhorst. 
He will carry on a general practice. 

Doctor Griffith was reared at Hiawatha, received 
his bachelor’s and medical degrees from the Uni- 
versity of Kansas. After receiving his M.D. in 1950 
he interned at the K. U. Medical Center, then was in 
residence at an Independence, Mo. hospital. He was 
in service six years with the infantry and inspector 
general’s department. 

While at Valley Falls, Doctor Griffith has been 
affiliated with St. Francis and Storment-Vail hospitals 
in Topeka, the Atchison county hospital at Atchison, 
and Jefferson county hospital at Winchester. 


Dr. Kenneth May, Bonner Springs, was elected 
“Chief of Staff” of St. Margaret’s Hospital. The 
event was a dinner attended by the physicians of the 
hospital and the installation was made by the Right 
Reverend Edward J. Hunkeler, Bishop of the Kansas 
Diocese in Kansas. 

Doctor May is a native of Waldron, Arkansas, a 
son of Mr. ‘and Mrs. Clarence May. As a boy, he 
lived in Kansas City, Missouri and in 1950, he 


graduated from the School of Medicine of the 
University of Kansas. 


Officers for 1960 were elected by the medical staff 
of the Community Hospital at the regular monthly 
meeting at the hospital. 

They are Dr. J. F. Nienstedt, chairman; Dr. 
C. A. Nystrom, vice chairman; and Dr. R. A. 
Dobratz, secretary. 


Holyrood bid adieu to Dr. C. E. Thompson. 
After five and one-half years of practice in Holyrood, 
he closed his office in December. 

He is moving to Columbia, Missouri, where he 
has accepted a position as an instructor of surgery 
and resident physician in surgery at the University 
of Missouri Medical Center. This appointment is a 
combination training and teaching position in a young 
and vigorous new medical center. 


The Hertzler Clinic Staff announced the resigna- 
tion of Dr. T. L. Foster as Head of the Neuro- 
psychiatric Department of the Clinic last month. 

He will locate in Ponca City, Oklahoma, where he 
will be with the Kay County Mental Hygiene Clinic 
on a part time basis and will be associated with Dr. 
Ed Fair in private practice of neurology and psy- 
chiatry. This will enable him to reduce the pressure 
of his work by setting a pace that is modified to the 
demands of his health. 


The January 5 meeting of the Sedgwick County 
Medical Society installed as president Dr. Clyde W. 
Miller. Also there were two speakers who gave in- 
formation on The Kansas Medical Society and the 
A.M.A. They answered questions about these two 
organizations. 

Dr. Glenn R. Peters of Kansas City who is presi- 
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dent of The Kansas Medical Society, spoke on ‘“The 
Kansas Medical Society and What It Does for Its 
Members.” 

The second speaker was Mr. Aubrey Gates, Di- 
rector of Field Services of the American Medical 
Association. 


Dr. E. Raymond Gelvin of the Gelvin-Haughey 
Clinic, was speaker at a meeting of the Lions Club 
and gave a review of medicine and surgery as he has 
seen it in the 33 years he has practiced in Con- 
cordia. The doctor referred to the Concordia clinic 
as “the family doctor with thirteen faces.” 

Doctor Gelvin said his first day in Concordia was 
far different from today. He related that when he 
came here nearly all of the surrounding towns had 
their own doctors, but today very few have a doctor 
and patients from other towns come to Concordia 
for medical services. Surgery 33 years ago was not as 
complex as it is today, he pointed out, when many 
more instruments and well-trained personnel are 
available; operating rooms, as well as other rooms 
at the hospital, are kept sterilized and germ free. He 
told how in bygone years doctors received their 
training by working with older doctors. 


Drs. Karl Menninger and Joseph Satten, To- 
peka, attended a joint session of the American Asso- 
ciation for the Advancement of Science and the 
American Society of Criminology held in Chicago in 
December. They presented a paper entitled Problems 
in the Development of Psychiatric Criminology. 


Dr. Bernard H. Hall, Topeka, has been appointed 
director of the Adult Outpatient Service of the Men- 
ninger Clinic. He succeeds Dr. Prescott W. Thomp- 
son who will devote a major portion of his time to 
the development of clinical and research programs 
in geriatrics. 


Dr. Glenn R. Peters informally addressed the 
Golden Belt Medical Society at their January meeting 
held at the Holiday Inn Motel in Salina. The Saline 
County Medical Society was host to the Golden Belt 
Society which was organized in 1889. Dr. Mc- 
Comas, Jr. is president of the society. Their program 
for the month consisted of a speech given by Dr. 
John A. Segerson, Topeka, on ‘Abnormal Involun- 
tary Movements” and a talk by Marvin E. Larson, 
director, Social Welfare Department of Kansas, from 
Topeka. 


New Trend for Professional Men 


Professional men will turn increasingly during the 
60s to new forms of life insurance programming 
which allow them to offset the effects of inflation 
with the flexible values of investment securities. 

That prediction comes from Chicago investment 
counselor Michael D. Marcus, and is based on sur- 
veys of professional men made during 1959 by his 
firm. 

“We have found that professional men rank high 
among those individuals who have decided, in effect, 
that they can handle their savings dollars better than 
can an insurance company,” he reports. 

“Rather than letting their surplus funds accumu- 
late as insurance cash values,” he says, “they are 
more likely to be attracted by the low premiums of 
term insurance. 

“An even better solution for these men,” Marcus 
suggests, “would be to buy financed insurance, thus 
freeing for investment the entire amount their insur- 
ance premiums would have cost.” 

Marcus’ firm has pioneered a combination of life 
insurance programming with investment counseling 
in a package gaining wide acceptance among profes- 
sional men throughout the Midwest and in other 
areas where similar plans are being developed. 

He views this as an extension of the trend which 
in recent years has caused: 


e Growing interest in the variable annuity; 

e Increasing activity by individual insurance 
salesmen offering clients investment securities as 
well as life insurance policies ; 

e And mutual funds which also offer life in- 
surance. 


Marcus’ own service aims to provide the specific, 
individual solutions to given financial situations, eval- 
uating each man’s insurance needs and his investment 
aims. Then he balances the insurance premiums, ad- 
vanced by bank or the issuing insurance company, 
with a regular investment program which at any 
given time will replace a like amount of life insur- 
ance. 

His program has “unique advantages” for profes- 
sional men, Marcus believes. 

“It insures regularity of securities purchases, giv- 
ing him the security of steady increases in his holdings 
and the long-range benefit of dollar cost averaging. 

“It allows for the proper programming of life in- 
surance as his status changes since ordinary life pol- 
icies may be converted with flexibility which term 
insurance cannot achieve. 

“And, most important for the busy professional 
man,” Marcus believes, “it provides constant atten- 
tion to the day-to-day economic changes which affect 
the individual’s program and which merit profes- 
sional management.” 
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Book 


REVIEWS 


OUTLINE OF HISTOLOGY, Fourth Edition, 
by Margaret M. Hoskins, Ph.D. and Gerrit Bev- 
elander, Ph.D. 323 pp. $4.75. The C. V. Mosby 
Co., St. Louis, 1959. 


The fourth edition is now in two parts: The first 
relates the finer structure of the human body other 
than the dental tissues; the second part describes in 
detail the newer approach to the structure of the teeth 
and related structures. The book is produced in offset 
printing with excellent effects in the illustrations 
which are well executed line drawings. There are two 
colored plates on blood and blood formation. Dia- 
grams aid the reader in orienting histological detail ; 
for example, the liver is presented in a three dimen- 
sional drawing, giving a clearer picture especially of 
the blood supply. Other glandular tissues are also dia- 
grammed for the readers’ understanding of parts. This 
is especially true of the lymph glands. This is an in- 
expensively produced book, yet maintaining excel- 
lence, accuracy and clarity of material discussed. A 
brief and accurate account of the microscopic struc- 
tures follow in the usual pattern of presentation found 
in most texts. 

For the practicing physician who wishes to review 
or study the finer details of the human body, this 
book will be quite satisfying —P.G.R. 


BIOPSY MANUAL. By James D. Hardy, 
M.D., James G. Griffin, Jr.. M.D., and Jorge A. 
Rodriguez, M.D. 150 pp. Price $6.50. W. B. 
Saunders Co., Philadelphia, 1959. 


Although ‘Biopsy Manual” is a small text of 150 
pages, it is certainly gigantic in its informational con- 
tent. This manual should be readily available in the 
surgical section of all hospitals. 

The book contains nuggets of information of value 
to all surgeons recently or formerly trained. In addi- 
tion to the surgeons, the technicians, nurses, and even 
the pathologist could all learn from it. 

“Biopsy Manual” tells how, where and why bi- 


opsies should be done. It explains the precautions to 
be taken, the errors one might make and the possible 
complications one might encounter in taking biopsies 
in the many parts of the body. 

The illustrations are clearly explanatory and are 
numerous. The bibliography lists 88 publications 
which have been used as reference in the compilation 
of the manual. 

The authors are from the University of Mississippi 
Medical School. They should be commended for this 
guide to better biopsies.—L.L.S. 


LIVING BEYOND YOUR HEART AT- 
TACK—By Eugene G. Mozes, M.D. 212 pp. Price 
$3.50, 1959. Prentice-Hall, Inc., Englewood Cliffs, 
N. J. 


Many physicians feel the need for a reliable source 
for answers to patients’ questions about their illness. 
It is usually easier to treat a well informed patient, 
and such a patient will cooperate more readily. How- 
ever, the busy practitioner may not have time for de- 
tailed explanations. The patient may not remember 
all that he is told. 

In this situation, a sensible, accurate book on the 
subject of a particular disease is helpful. This book 
attempts to fill this need so far as coronary artery dis- 
eases is concerned. It generally does it pretty well. 
The language is directed at laymen, and some of the 
rather glib explanations may make the physician 
cringe. The well-informed layman conversely might 
not appreciate a rather patronizing manner of pres- 
entation that is occasionally found. Nonetheless, 
there is little to quibble with in this exposition of 
our present understanding of a complex field with 
many factors not yet agreed upon within the profes- 
sion. 

The author (described on the jacket as a leading 
heart specialist from Canton, Ohio) attempts vigor- 
ously to strike a cheerful and reassuring note, and oc- 
casionally has to beat around the bush to avoid some 
less pleasant facts. He dutifully reminds the reader 
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repeatedly that he should be guided by his personal 
physician in his particular circumstances, and tries to 
enlighten him as to the various procedures in diag- 
nosis and treatment he may encounter. The prac- 
titioner, however, may find himself trying to explain 
why he did not do this or that as recommended by 
Doctor Mozes. On the whole, this volume seems to 
fill a real need and many physicians might like to give 
their patients a copy to read or keep the title in mind 
as a suggestion. Certainly, one couldn’t just drop it 
on the victim’s bed two or three days after his at- 
tack and tell him to “do it yourself.” The astute 
physician will recognize those patients who might 
benefit from this book. The others are very apt, for 
good or for bad, to find it for themselves anyway. 
—J.E.S. 


BOOKS RECEIVED 


THE PREPARATION OF MEDICAL LITERATURE, 
Louise Montgomery Cross, J. B. Lippincott Co., Philadel- 
phia, 1959, Price $10.00, 451 pages, Illustrated. 


MEDIEVAL AND RENAISSANCE MEDICINE. Ben- 
jamin L. Gordon, M.D., Philosophical Library, Inc., New 
York, 1959, Price $10.00, 843 pages, Illustrated. 


THE STORY OF DISSECTION, Jack Kevorkian, Philo- 
sophical Library, Inc., New York, 1959, Price $3.75, 80 
pages, Illustrated. 


ALCOHOL EDUCATION FOR THE LAYMAN, Matr- 
garet E. Monroe & Jean Stewart, Rutgers University Press, 
1959, Price $5.00, 166 pages. 


HANDBOOK OF POISONING: DIAGNOSIS AND 
TREATMENT, 2nd Edition, Robert H. Dreisbach, M.D., 
Lange Medical Publications, Los Altos, California, 1959, 
Price $3.50, 475 pages. 


FROM MAGIC TO SCIENCE, Charles Singer, Dover 
—* New York, 1959, Price $2.00, 253 pages, II- 
lustrated. 


DE MAGNETE, William Gilbert, Dover Publications, 
New York, 1959, Price $2.00, 386 pages, Illustrated. 


CLINICAL AUSCULATION OF THE HEART, Sam- 
uel A. Levine, M.D., W. B. Saunders Co., Philadelphia, 
1959, Price $11.00, 675 pages, 660 Illustrations. 


SOIL, GRASS, AND CANCER, André Voisin, Philo- 
sophical Library, Inc., 1959, Price $15.00, 302 pages, II- 
lustrated. Translated from French. 


YOU CAN NOW BREAK THE CIGARETTE HABIT, 
Arthur King, Doubleday & Co., Garden City, N. Y., 1959, 
Price $2.00, 96 pages. 


THE TEEN-AGE YEARS, Arthur Roth, M.D., Doubleday 
& Co., Garden City, N. Y., 1959, Price $3.95, 288 pages. 


Pregnancy Test 


A new method for the detection of pregnancy, 
using an electroplating process rather than test ani- 
mals, apparently is of value not only in determining 
pregnancy, but also in following the course of gesta- 
tion, two Ohio investigators report. 

Dr. Walter H. Hartung, Jr., and Herbert J. De- 


Vauent, E.E., of the Departments of Pathology and 
Bioelectrics, St. Charles Hospital, Toledo, said that 
the test yielded an 84.0 per cent accuracy among 125 
women in the first three months of pregnancy, includ- 
ing those with complications. In 29 pregnant women 
in whom there were no complications, 100 per cent 
accuracy was found. 

Parallel frog, rabbit and electroplating tests were 
carried out in 70 women. “Of these, 44 were preg- 
nant clinically, yielding a 43.2 per cent accuracy with 
the frog test, 84.1 per cent with the rabbit test and 
91.0 per cent with the electroplating test. Of the 70 
women, 26 were not pregnant clinically, yielding a 
98.2 per cent accuracy with the frog and rabbit tests 
and a 61.5 per cent accuracy with the electroplating 
test.” 

Doubtful results in most cases can be resolved by 
repeat studies in a few hours or days. “In an obvi- 
ously pregnant woman or in one proved to be preg- 
nant by a test animal, however, a doubtful reading 
may represent pregnancy earlier than 6 weeks or a 
disturbed pregnancy. In several such cases . . . the 
woman was threatening to abort or aborted within 
24 to 48 hours.” 

This finding suggests that the test may be valuable 
“in following the course of gestation after the diag- 
nosis has been established.” 

The test is done on a freshly voided random sam- 
ple of urine, which is brought to room temperature, 
adjusted to a pH of 4.0, and charged for 5 seconds 
with 12 volts direct current electricity applied through 
silver and copper electrodes, the investigators ex- 
plained. The urine of pregnant women causes a black 
substance to be deposited on the anode. 

Although at present biological tests for the detec- 
tion of pregnancy are universally used, “Surveys of 
present methods for detecting pregnancy suggests that 
a rapid, economical, sensitive and specific test for 
pregnancy without the use of animals is quite desir- 
able,” the authors said. Their preliminary studies 
indicate that the electroplating test ‘‘may be a valu- 
able tool . . . for detecting pregnancy.” 


Food Supplement for Children 


Growth disturbances in adolescent and preadoles- 
cent children ingesting inadequate and unbalanced 
diets may be corrected by supplementing the daily 
food intake with nonfat dry milk, report Dr. Tom D. 
Spies and associates of Northwestern University, 
Chicago (Journal of Diseases of Children 98:187, 
1959). Both skeletal and somantic growth were ac- 
celerated in 10 children 4 to 121/, years of age given 
6 oz. of milk six days a week for six months. Chil- 
dren aged 15 to 16 years increased rate of body 
growth; rate of skeletal maturation was unchanged.— 
Modern Medicine, Nov. 15, 1959. 
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The Kansas Medical Society—1959-1960 


OFFICERS COUNCILORS 
Immediate Past President......... Thomas P. Butcher, Emporia Ralph G. Ball, Manhattam 
First Harold M. Glover, Newton ag Topeka 
Second Vice-President............ Norton L, Francis, Wichita District 8. E. Hill, City 
George E. Burket, Jr., Kingman District .. L. S. Nelson, Jr., Salina 
John L. Lattimore, Topeka one N. Blank, Hutchinson 
A.M.A. Delegate, 1958-1959....... George F. Gsell, Wichita District 
A.M.A, Alternate, 1958-1959....... Cyril V. Black, Pratt District .. Henry S. O’Donnell, Ellsworth 
A.M.A. Delegate, 1959-1960....... Lucien R. Pyle, Topeka Bend 
A.M.A, Alternate, 1959-1960...... Norton L. Francis, Wichita District 
Chairman of Editorial Board....... Orville R. Clark, Topeka District H. Preston Palmer, Scott City 
OFFICERS OF COMPONENT SOCIETIES—1960 
Society President Secretary 
Fred Dozier, Roger D. Warren, Enterprise 
R. E. Baldridge, Kingman.. G. E. Burket, Jr., Kingman 
as sed Guy W. Cramer, Marion. }: D. Pace, Parsons 
Kenneth Powell, Leavenworth. . . M. Graham, Leavenworth 
Weir Pierson, McPherson. . . W. J. Collier, McPherson 
Montgomery.......... .Albert E. Bair, Independence....... Pr. E. Barbera, Independence 
-Robert W. Blackburn, Council Grove. . "*James E. Schultz, Council Grove 
Albert A. Kihm, Chanute 
Northwest Kansas J. R. Newenschwander, Hornung, Norton 
J. L. Ruble, Jr., Overbrook 
Fred E. Brown, St. Marys 
Reno.. ..E. L. Fitzgerald, omen. a .J. L. Perkins, Hutchinson 
Republic. ..P. L. Beiderwell, Belleville. . .H. D. Doubek, Belleville 
Rice .-David H. Rau, Lyons....... .-P. E. Beauchamp, Sterling 
Saline..... ..G. Sherman Ripley. C. J. Weber, Salina 
Sedgwick . Clyde W. Miller, Paul A. Kaelson, Jr., Wichita 
Stafford. ..C. Everett Brown, Stafford 
Mf L. L. Huntley, Washington 
H. A. West, Yates Center 


106 


| 
= 


when you see 
Signs of 
anxiety-tension 
specify 


D 
1 tal dihydrochloride 


brand of thiopropazate dihydrochloride 


for rapid relief of anxiety manifestations 


You will find Dartai outstandingly beneficial 
in management of the anxiety-tension states 
so frequent in hypertensive or menopausal 
patients. And Dartal is particularly useful 
in the treatment of anxiety associated with 
cardiovascular or gastrointestinal disease, or 
the tension experienced by the obese patient 
on restricted diet. You can expect consistent 
results with Dartal in general office practice. 


with low dosage: Only one 2, 5 or 10 mg. tablet 
t.i.d. with relative safety: Evidence indicates Dartal 
is not icterogenic. 


Clinical reports on Dartal: 1. Edisen, C. B., and Samuels, 
A.S.: A.M.A. Arch. Neurol. & Psychiat. 80:481 (Oct.) 1958. 
2. Ferrand, P. T.: Minnesota Med. 41:853 (Dec.) 1958. 
3. Mathews, F. P.: Am. J. Psychiat. 114:1034 (May) 1958. 
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ADVERTISEMENTS 


Tetracycline Phosphate Complex (TETREX®) 


U.S. PAT. NO. 2,791, 


in the Therapy of PNEUMONIA 


Preferably, antibiotic therapy should be based 
on pretreatment culture of the offending patho- 
gen, but in bacterial pneumonia the problem may 
well be too pressing to permit the required delay 
of 24 to 48 hours. A differential diagnosis among 
bacterial pneumonias, based on such clinical 
grounds as speed of onset, sepsis and pain may 
guide the choice of antibiotic for initiation of 
therapy. 

Should clinical judgment dictate that antibi- 
otic therapy be started immediately, at the same 
time a sputum sample or a subglottic swab can be 
sent to the laboratory for culture and sensitivity 
studies. If the response to the first antimicrobial 
agent proves unsatisfactory, a reasonable basis 
for changing therapy will then be at hand. 


Choosing the Antibiotic 


Since therapy must be started at once for bac- 
terial pneumonia, it is advisable to choose a 
broad-spectrum antibiotic that quickly produces 
high levels of active agent (e.g., tetracycline 
phosphate complex, TETREX). Such an antibiotic 
probably has the best chance of controlling the 
pathogen, whether it be gram-negative or gram- 
positive. And if the laboratory report shows that 
the invading organism is much less sensitive to 
tetracycline than to other agents, the patient can 
then be changed to an appropriate antibiotic. If 
the difference in sensitivity is slight, then the 
possibility of side effects, sensitization, and tox- 
icity should be evaluated before changing therapy 
to another antibiotic. 

The greatest number of bacterial pneumonias 
are caused by pneumococci, which respond very 
well to penicillin, tetracycline, and chloram- 
phenicol. Also, these antibiotics are usually 
effective against the other gram-positive coccal 
pneumonias. But penicillin is ineffective against 
the viral pneumonias and the gram-negative 
Hemophilus influenzae and Klebsielia pneu- 
moniae. Although K. pneumoniae causes only 
about 1 to 2 per cent of pneumonia cases on the 
average,! these are apt to be acute and fulmi- 
nating (Friedlander’s pneumonia), with a high 
mortality rate if not effectively treated. Since 
pneumococcal pneumonia may be difficult to 
distinguish clinically from Friedlander’s, except 
by gram-stained sputum smear, it may be wiser 
to start treatment with an agent also effective 
against Klebsiella. 

Penicillin, however, in addition to having a 
limited spectrum, also causes many minor and 
some serious sensitivity reactions. In a recent 
survey” it? was found that penicillin produced 


severe skin reaction. But most important was the 
observation that anaphylactic shock, with a 
fatality rate of about 9 per cent, was the most 
frequent serious reaction. Such severe reactions 
are almost always associated with parenteral 
administration. 

Tetracycline is also clinically effective in pri- 
mary atypical pneumonia.* 

The tetracyclines (e.g., TETREX) have the 
advantage of a broad range of antimicrobial 
activity and low toxicity. And in addition, the 
physician does not have to trouble himself or his 
patients with repeated blood studies when he 
prescribes TETREX. Minor reactions such as gas- 
tric upsets or mild skin rashes occur occasionally. 
The most serious side effects are staphylococcal 
and monilial overgrowth, but these are rare and 
can be adequately controlled. 

No one would deny that appropriate antibiotic 
therapy has greatly reduced morbidity and saved 
many lives of patients with bacterial pneumonia. 
Nevertheless, general supportive measures in the 
care of patients remain important even today. 
Especially in the desperately ill patient, antibi- 
otics are not considered as substitutes for the 
individual evaluation, clinical observation and 
judgment of the physician, 


Some Micro-organisms Susceptible* to 
Tetracycline (TETREX)» 


Streptococcus; Staphylococcus; Pneumococ- 
cus; Gonococcus; Meningococcus; C. diph- 
theriae; B. anthracis; E. coli; Proteus; A. 
aerogenes; Ps. aeruginosa; K. pneumoniae; 
Shigella; Brucella; P. tularensis; H. influ- 
enzae; T. pallidum; Rickettsiae; Viruses of 
psittacosis and ornithosis, lymphogranuloma 
inguinale, primary atypical pneumonia; E. 
histolytica; D. granulomatosis. 


a Some strains are not susceptible. 

b Table adapted from Goodman, L. S., and Gilman, A.: 
The Pharmaceutical Basis of Therapeutics. 2nd edition, 
New York, The Macmillan Co., 1956, pp. 1322-1323. 


References: 1. Wood, W. E., Jr.: In: A Textbook of Medicine. 
Edited by Cecil, R. L., and Loeb, R. F., 9th edition, Philadelphia, 
W. B. Saunders Co., 1955, p. 145. 2. Welch, H.; Lewis, C. H.; 
Weinstein, H. I., and Boeckman, B. B.: Severe reactions to anti- 
biotics. A nationwide survey. Antibiotic Med. & Clin. Ther. 4:800 
(Dec.) 1957. 3. Keefer, C. S.: The choice of an anti-infective 
agent. In: Drugs of Choice, 1958-1959. Edited by Walter Modell, 
St. Louis, The C. V. Mosby Co., 1958, p. 135. 
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the mood brightener 


makes the 
cancer patient 
more comfortable 


‘amp lessens the need for nar- 
cotics in the depressed cancer 
patient and appears to potentiate 
pain-relieving agents. As pain is 
reduced and mental outlook 
improves, apprehension and 
depression are replaced by a 
brighter and more alert attitude, 
and appetite returns. The family, 
too, is cheered by the improve- 
ment in the patient’s condition. 
With NIAMID therapy, patient 
care becomes noticeably less 
demanding. 


Supply: NIAMID (brand of nialamide) 
is available as 25 mg. (pink) and 100 
mg. (orange) scored tablets. 


Complete references and a Professional 
Information Booklet giving detailed in- 
formation on NIAMID are available on 
request from the Medical Department, 
Pfizer Laboratories, Division, Chas. 
Pfizer & Co., Inc., Brooklyn 6, New York 


NIAMID 
the mood brightener 
in cancer 


Science for the world’s well-being™ 
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DOES YOUR PRESENT ANTICHOLIN 


A 
NOON 


The test—you might say the acid test—of an anticholinergic is simple: will 
it protect your patient from hyperacidity around the clock, even while he 
sleeps. The weakness of t.i.d. or q.i.d. preparations is well recognized; but 
even some “‘b.i.d.” encapsulations may be unreliable. McHardy, for instance, 
found a “widely variable duration of action, definitely less than that an- 
ticipated” in the “sustained,” “delayed,” and “gradual release” anticholiner- 
gics he studied.' 

COMPARE THE DATA ON ENARAX...the new combination of an inherently 
long-acting anticholinergic (oxyphencyclimine) and Atarax, the non-secretory 
tranquilizer. Note the effectiveness of oxyphencyclimine: 


OBSERVE THE OXYPHENCYCLIMINE REPORTS... 

McHardy: “[Oxyphencyclimine] has proved to be an excellent sustained- 
action anticholinergic in our study of this agent over a period of 
eighteen months.’” 

Kemp: “...for the majority of patients, one tablet every 12 hours pro- 
vided adequate control. This characteristic long action... may 
constitute an advantage of this drug as compared to coated 
‘long-acting’ preparations of other compounds.’ 


Add Atarax to this 12-hour anticholinergic. The resulting combination — 
ENARAX—now gives relief from emotional stress, in addition to a reduction 
of spasm and acid. Atarax does not stimulate gastric secretion. No serious 
adverse clinical reaction has ever been documented with Atarax. 


LOOK AT THE RESULTS WITH ENARAX*®: 


Does the medication you now prescribe assure you of all these benefits? 
If not, why not put your next patient with peptic ulcer or G.I. dysfunction 
on therapy that does. 


(enyphoncyelionine plus ATARAX®) A SENTRY FOR THE G.I. TRACT 


+ 
RGIC REALLY 
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PROVIDE CONTINUOUS CONTRO 


“Prolonged periods of achlorhydria” after 10 mg. oxyphencyclimine q. 12 h.* 


MEAN GRAPH OF GASTRIC ACIDITY IN 4 PATIENTS RECEIVING 
COMPLETE THERAPEUTIC REGIMEN + 24-HOUR STUDY 


80 |—< tincture of belladonna q.6 h. 
Jones 10 mg. oxyphencyclimine q.12 h. 
z 
5 70 
60 
5 
30/2 \ \ 
20} VA AT IAT T= 
2 4 10 12 4 16 18 20 22 «2. 
Time, in hours 


Clinical Diagnosis: Peptic Ulcer — Gastritis — Gastro- 
enteritis —Colitis— Functional Bowel Syndrome—Duo- 
denitis—Hiatus Hernia (symptomatic)—Irritable Bowel 
Syndrome—Pylorospasm—Cardiospasm—Biliary Tract 
Dysfunctions—and Dysmenorrhea. 

Clinical Results: Effective in over 92% of cases. 


As for Safety: “Side reactions were uncommon, usu- 
ally no more than dryness of the mouth... .’ 


Each ENARAX tablet contains:. 

Oxyphencyclimine HCI 10mg. 
Hydroxyzine (ATARAX®) 
Dosage: One-half to one tablet twice daily —preferab! 

the morning and before retiring. The maintenance hes 
should be adjusted according to therapeutic response. 
Use with caution in patients with prostatic hypertrophy 
and with ophthalmological supervision only in glaucoma. 
Supplied: In bottles of 60 black-and-white scored tablets. 
Mc ix G., et al.: J. M. Soc. 


Kem 
1959. 4. Ant H., Jr.: 
5. Data in Roerig Medical Department } ty 


New York 17, N. Y. 
Division, Chas. Pfizer & Co., Inc. 
Science for the World’s Weil-Being™ 
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—Neo-Synephrine HCI, 5 mg. — first 
-PROTECTION— | PROTECTION from Aches, Fever 
through Acetaminophen, 150 mg. — mode 
ui :OTECTION from 


— Caffeine, 15 mg: — 


i 


DOSAGE: Adults—2 tablets three times daily, 


Children from 6 to 12 yeats= ~-, - 
1 tablet three times dally: 


Bottles of 20 and 100 tablets. >= 


1o-Synephringy bheAvlephrine) and Thenfagit thenyidiamine},,fradémarks reg. U. 5, Pat. O 
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tense 
and 
NEYVOUS 
patient 


relief comes fast and comfortably 


—does not produce autonomic side reactions 
—does not impair mental efficiency, motor 
control, or normal behavior. 


Usual Dosage: One or two 400 mg. tablets t.i.d. 


Supplied: 400 mg. scored tablets, 200 mg. sugar- 
coated tablets or as MEPROTABS* —400 mg. 


unmarked, coated tablets. 


Miltown 


meprobamate (Wallace) 


Wy WALLACE LABORATORIES / New Brunswick, N. J. 


cm-1118 
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New...conservative treatment 


for muscle and joint disease 


g potent...fast relief in acute conditions 
gw safe...even for prolonged use in chronic cases 


low back 
pain 


bursitis 


strains 
and sprains 


traumatic 
conditions 


arthritis 


myalgias 


— 
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SOMA RELIEVES PAIN in a unique way by modifying central perception of pain 
without abolishing natural defense reflexes. 


SOMA RELAXES MUSCLE SPASM ... approximately 8 times more potent than 
meprobamate or mephenesin. 


PHYSICIANS’ 

REPORTS: “Marked pain-relieving effects of the new drug [Soma] were seen in con- 
ditions involving muscle spasm and stiffness, whether acute or chronic. 
Relief from pain was usually rapid and sometimes dramatic.” (90 patients.) 
Kuge, T.: Submitted for publication. 
“In 86 percent of the patients there were excellent or good results. . . . ; 
Relief of pain was noted by the patients’ statements, by the diminished 
need for analgesic drugs, and by improved sleep.” (154 patients.) 
Wein, A. B.: The Use of Carisoprodol in Orthopedic Surgery and Rehabilitation. Proceed- 
ings of the Symposium on The Pharmacology and Clinical Usefulness of Carisoprodol. 
Wayne State University Press, Detroit, 1959, p. 156. 
In a double-blind study, Soma was reported to be “clinically effective to 
a highly significant degree.” (92 patients.) 
Cooper, C. D., and Epstein, J. H.: The Clinical Evaluation of Carisoprodol by a double- 
blind technique. Ibid. p. 97. 


Notable safety—extremely low toxicity; no known contraindications; side effects 
are rare; drowsiness may occur, usually at higher dosage | 


Rapid action—starts to act quickly 
Sustained effect—relief lasts up to 6 hours 


Supplied—as white, coated, 350 mg. tablets, bottles of 50. 
Also available for pediatric use: 250 mg. orange capsules, bottles of 50. 


(carisoprodol Wallace) 


Bisuiocraray: _1. Berger, F.M., atin. M., tg hg* B.J., Margolin, S. and Powell, L. S.: J. Pharm. Exp. 
Ther. 127:66 (Sept.) 1959. 2. Leake, y D.: gs of the Symposium on The 

and Clinical Useful of Cari dol ‘Wayne State Voie | Press, Detroit, 1959, p. 8. 3. Kestler, 
Otto: Ibid. p. 143. 4. Proctor, Richard C.: Ibid. p- 122. 5. Berger, Frank M., Ibid. p. 25. 6. 

Joseph, Hohmann, Thomas and Tajima, Toshihiro: Ibid. p. 66. 7. Gammon, George D. and Tucker, Samuel: 
Ibid. p. 70. 8. Baird, Henry W. and Menta, Dominic A.: Ibid. p. 85. 9. Cooper, C. David and Epstein, 
Jerome H.: Ibid. p. 97. 10. Korst, Donald R., Gerard, R. W., Miller, James G., Smell, Iver F., Graham, I. J. 
and Winkelman, Eugene I : Ibid. p. 104. 11. Friedman, duel P.: Ibid. p. 115. 12. Trimpi, Howard D.: 

Ibid. p. 150. 13. Wein, Arthur B.: Ibid. p. 156. 14, Olds, James and Travis, R. P.: Ibid. p.39. 15. Hess, 
Eckhard H., Polt, James M. and Goodwin, Elizabeth: Ibid. p.51. 16. Phelps, Winthrop M.: Ibid. p.131. ‘17. 
Spears, Catherine E.: Ibid. p. 138. 18. Hyde, L. P. and Hough, Charles E.: Ibid. p. 166. 19. Spears, Catherine 
E. and Phelps, Winthrop M.: Arch Pediat., 76:287 (July) 1959. 20. Phelps, Winthrop M.: Arch. Pediat., 
76:243 (June) 1959. 21. Friedman, Arnold P.: Paper p dat S ific M g, New York State Society 
of Industrial Medicine, Inc., New York, Sept. 30,1959. 22. Frankel, Kalman: Ibid. "23. Fransway, Robert L.: 


Ibid. 24. Kuge, T.: Unpublished reports. 


Literature and samples on request Wy Wattace Lanoratonies, New Brunswick, New Jersey 
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otitis, tonsillitis, adenits, sinusitis 


. bronchitis develops as a serious bacterial complication 


0 citrate 
ed), caffeine-free 


| 
apout one im eignt cases or acute upperrespratory, 
infection.’ T 
LEDERLE LABORATORIES, a [ AMERICAN CYANAMID COMPANY, Pearl River, NewYork 
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DORSEY 


Lincoln, Nebraska 


* a division of The Wander Company 
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Panalba 
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... into a mixed culture 
of the four organisms 
commonly involved 

in sinusitis . . . Str. 
hemolyticus, D. pneu- 
moniae, H. influenzae 
and Staph. aureus 

(in this case a resistant 
strain) ... we introduce 
the five most frequently 
used antibiotics. 

Twenty-four hours later 
(in this greatly enlarged 
photograph), note that 
only one of the five leading 
antibiotics has stopped 
all the organisms, 
including the resistant 
staph! This is Panalba. 

In your next patient with 
sinusitis .. . in all your 
patients with potentially- 
serious infections ... 
provide this extra 
protection with your 
prescription: 


Dosage—1 or 2 capsules 

3 or 4 times a day. 
Supplied—Capsules containing 
Panmycin phosphate equivalent 
to 250 mg. tetracycline 
hydrochloride, and 125 mg. 
Albamycin as novobiocin 
sodium, in bottles of 16 and 100, 
Now available: new Panalba 
Half-Strength Capsules in 
bottles of 16 and 100, 


analba’ 


(Panmycin® Phosphate plus Albamycin*) 


The broad-spectrum 
antibiotic of 
first resort 


The Upjohn Company ky 


Kalamazoo, Michigan 
> 
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ALCOHOLISM 


A “SECOND BEST” ARMY FAILS TOTALLY 


And against the main army of alcoholics—those 
whose drinking is a symptom of underlying pathology— 
less than a complete campaign is futile. 


To shorten time, frustration and expense (simple 
efficient management) requires initial institutional care 
of these individuals: 


To stop their ingestion of alcohol; 
To detoxify the system; 


To restore the fluid electrolyte bal- 
ance; 


To detect and correct nutritional 
anomalies peculiar to the individual 
alcoholic; 


To overcome or reduce bodily ailments 
that contribute to the abnormal state 
and, finally 


To develop a program that will aid 
the particular individual in abstain- 
ing from all alcoholic beverages un- 
til death. 


The Ralph Clinic (in its 62nd year) 

THE RALPH CLINIC is in the advance of every phase of 

the treatment of alcoholism. It in- 

529 HIGHLAND AVENUE « KANSAS CITY 6, MISSOURI vites consultation with you con- 
cerning your patients with prob- 


Telephone VI. 2-3622 lems of excessive drinking. 


(A porifolio 
about the Problem of Alcoholism is available upon request). 


> 


PREDNISOLONE 21-PHOSPHATE-NEOMYCIN SULFATE 


2,000 TIMES MORE SOLUBLE THAN PREDNISOLONE OR HYDROCORTISONE 


“The solution of prednisolone has the 
advantage over the suspension in that no 
crystalline residue is left in the patient's 
cul-de-sac or in his lashes.... The other 
advantage is that the patient does not have to 
shake the drops and is therefore sure of 
receiving a consistent dosage in each drop.'’2 


1. Lippmann, O.: Arch. Ophth. 57:339, March 1957 

2. Gordon, D.M.: Am. J. Ophth. 46:740, November 1958. 
supplied: 0.5% Sterile Ophthalmic Solution NEO- 
HYDELTRASOL (with neomycin sulfate) and 0.5% Sterile 
Ophthalmic Solution HYDELTRASOL’. In 5 cc. and 2.5 cc. 
dropper vials. Also available as 0.25% Ophthalmic 
Ointment NEO-HYDELTRASOL (with neomycin sulfate) 
and 0.25% Ophthalmic Ointment HYDELTRASOL. 

In 3.5 Gm. tubes. 


HYDELTRASOL and NEO-HYDELTRASOL are trademarks of Merck & Co., INC. 


¢: MERCK SHARP & DOHME Division of Merck & Co., Inc., Philadelphia 1, Pa. 
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Just 
a 

wish 

turns old 


Modernize without capital outlay 
on the G-E Maxiservice’ x-ray rental plan 


Think of renting x-ray equipment as 
conveniently as you subscribe for 
telephone service! Exclusive Maxi- 
service rental plan offers all new-model 
G-E x-ray units . . . takes no capital 
from your savings. Makes it worry- 
free to ‘go modern” in x-ray and 
always stay that way. For complete 
details, contact your G-E x-ray rep- 
resentative, listed below. 


Progress /s Our Most Important Produet 


GENERAL ELECTRIC 


All this for one monthly fee — 


@ Modern x-ray equipment, free of 
obsolescence worries 

© Comprehensive coverage: periodic 
inspection, maintenance, tubes, parts, 
emergency repairs 

@ Freedom to add or replace equipment 
as improvements appear 

@ Full property insurance on equipment — 
in case of accidental damage or loss, G.E. 
repairs or replaces equipment 


@ Local property taxes paid in full 


DIRECT FACTORY BRANCH 
KANSAS CITY, MO. 
706 Westport Rd. * Jefferson 1-3505 


RESIDENT REPRESENTATIVE 
TOPEKA 
J. W. HELLER 
710 Park Lane * Central 4-0324 
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THE FIRST TRUE “TRANQUILAXANT” 


relieves painful muscle spasm | 
and relaxes the patient 


» Impressive numbers of patients with low 

_ back pain and other musculospastic 
conditions treated with Trancopal have 

been freed of symptoms and enabled 

to return to their usual activities, according 
to newly published clinical reports. In a 
recent study by Lichtman,’ Trancopal brought 
' excellent to satisfactory muscle relaxation to 
‘ 817 of 879 patients. The patients in this 
group suffered from skeletal muscle spasm 
associated with low back pain (361 cases), 
stiff neck (128 cases), bursitis (177 cases), 
and other skeletal muscle disorders 

(213 cases). Side effects were rare (2 per 
cent of patients), and it was not 

necessary to discontinue medication in any 


| of the patients. Lichtman comments: 
¢¢Chlormethazanone [Trancopal] not only 
| relieved painful muscle spasm, but | 


allowed the patients to resume their normal 
me activities with no interference in performance 
| of either manual or intellectual tasks.99* 


When you prescribe Trancopal for musculoskeletal disorders, you can confidently 
expect that your patients will be relieved of the pain and stiffness. You can be sure 
of their speedy return to everyday work and recreation. 
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Mullin and Epifano call Trancopal ¢¢...a very effective skeletal muscle spasmolytic. 99* 
They found that Trancopal brought good to excellent relief to all of 39 patients with 
skeletal muscle spasm related to trauma, bursitis, rheumatoid arthritis, osteoarthritis, and 
intervertebral disc syndrome. (No side effects were noted except that one patient had slight 
dryness of the mouth. ) 

The pattern is similar in every new series reported: Ganz,‘ DeNyse,” Shanaphy’* and Stough.’ 


Trancopal is a true “‘tranquilaxant’’ 


Trancopal “...combines the properties of tranquilization and skeletal muscle relaxation 
with no concomitant change in normal consciousness.’’® 


Kelieves dysmenorrhea 


Trancopal not only is valuable in treating patients with low back 

» pain and other musculoskeletal disorders, but is also very effective 
in bringing relief from menstrual cramps and discomfort. 
Shanaphy suggests that Trancopal may help the patient by its 

; combination of muscle relaxant and tranquilizing actions, and he 

© finds that ¢¢...the continued use of chlormezanone [Trancopal] as 

a therapeutic agent in dysmenorrhea is advisable.?9° Trancopal was 
effective in 82 per cent of his series of 50 patients. In another study, 
we which dealt with 52 adolescent girls and 23 women, Stough’ reported 
t@ “gi that Trancopal gave complete or moderate relief in 86.4 per cent. 


Alleviates tension 


And, of course, Trancopal is also very useful in the treatment of patients in anxiety 
and tension states. As Ganz says, ¢¢...a most valuable drug for relieving tension, 
apprehension and various psychogenic states... allows the patient to use his energies in 
a more productive manner in overcoming his basic problems.?9* 
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rancopal 


a true “tranquilaxant” 


that relieves skeletal muscle spasm 
and relaxes psychogenic tension 
without troublesome side effects, 
and keeps the patient on the job. 


| Indicated for... 


Musculoskeletal disorders Psychogenic disorders 
Low back pain (lumbago) Fibrositis Anxiety and tension states 
Neck pain (torticollis) Ankle sprain, Dysmenorrhea 
Bursitis tennis elbow Premenstrual tension 
Rheumatoid arthritis Myositis Asthma 
Osteoarthritis Postoperative Angina pectoris 
Disc syndrome muscle spasm Alcoholism 


Now available in two strengths: 


a Trancopal Caplets®, 100 mg 
| “(peach colored, scored), ee of 100. 


NEW Gip Trancopal Caplets, 200 mg. 


STRENGTH (green colored, scored), bottles of 100. 


Dosage: Adults, 100 or 200 mg. orally three or four times daily. Relief of symptoms 
occurs in from fifteen to thirty minutes and lasts from four to six hours. 


References: 1: Lichtman, A. Scientifie Exhibit, 
meeting of the International. College of Surgeons, 
Beach, Fla., Jan. 4-7, 1959. 2-Liehtman, A.L.: 
entucky Acati: Gen; Pract. J°4:28; Oct., 1958. 
3. Mullin, W. G., and @pifane, Leonatd: Am. Pract. 
& Digest Treat. 1027748, Oct., 1959. 4..Ganz, S. E.: 
J. Indiana™., A: 6271134; duly, 1959. 5. DeNyse/D-L.: 
M. Time#°87:1512, Nov., 1959. 6. -Shanaphy, J. F.: 
Current Thergp. Res. 59, Octs, 1959. 7. Stough, 
A. R.: OklahomaM. A, 52: Sent 1959. 
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make 
them 


tastes Each daily cherry- 
flavored teaspoonful dose (5 cc.) contains: 


help restore the normal blood picture—iron as ferric 25 
hosphate t tore or maintain normal hemoglobin. Bn skatasawenneseaceney 


boost appetite and energy—vitamins...B,, Bs and Bis. Ferric Pyrophosphate (Soluble). 250 mg. 
Iron (as Ferric Pyrophosphate) . 30 mg. 


Bottles of 4 and 16 fil. oz. 


upgrade low-grade protein—cereals and other low 
protein favorites of children, upgraded by I-Lysine, 
work with meat and other top protein to build 
stronger bodies. 


- 
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LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 


more closely approaches the ideal diuretic 


“When compared to other members of this heterocyclic group 
of compounds, this drug [NATURETIN] shows a significantly in- 
creased natriuresis and decreased loss of potassium and bicar- 


bonate. In this respect it more closely approaches a natural or 
‘ideal diuretic.’ It is effective upon continuous administration and 
causes no significant serum biochemical changes. It is effective 
in a wide variety of edematous and hypertensive states and 
represents a significant advance in diuretic therapy.” Ford, R.V.: 
Pharmacological observations on a more potent benzothiadiazine 


Squibb Benzydroflumethiazide 


diuretic; accepted for publication by the American Heart Journal. 


Comparison of electrolyte excretion pattern for the 24 hours following 
typical doses of chlorothiazide, hydrochlorothiazide, and Naturetin! 


1.5 160. 170 
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Typical Doses: Chlorothiazide—1,000 mg.; Hydrochlorothiazide —50 mg.; Naturetin (Benzydroflumethiazide)—5 mg. 


1. Adapted from: Ford, R. V., Squibb Clin. Res. Notes 2:1 (Dec.) 1959. 
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A single 5 mg. tablet once a day 
provides all these advantages’ 


prolonged action — in excess of 18 hours | 
convenient once-a-day dosage | 
low daily dosage — more economical for the patient 
no significant alteration in normal electrolyte excretion pattern 
repetitively effective as a diuretic and antihypertensive 

greater potency mg. for mg.—more than 100 times as potent as chlorothiazide 
potency maintained with continued administration 

low toxicity — few side effects — low salt diets not necessary | 
comparative studies with chlorothiazide, hydrochlorothiazide, and Naturetin | 
disclose that smallest doses of Naturetin produce greater weight loss per day a 
in hypertension, Naturetin, alone or in combination with other anti- Se 
hypertensives, produces significant decreases in mean blood pressure 2 
and other favorable clinical effects 

@ purpura and agranulocytosis not observed 

e allergic reactions rarely observed 


2Reports (1959) to the Squibb Institute for Medical Research. 


Naturétin —Indications: in control of edema when diuresis is required, in congestive heart failure, 

in the premenstrual syndrome, nephrosis and nephritis, cirrhosis with ascites, edema induced by drugs 
(certain steroids); in the management of hypertension, used alone, combined with Raudixin (Squibb 
Rauwolfia Serpentina Whole Root), or with other antihypertensive drugs, such as ganglionic blocking agents. 


Contraindications: none, except in complete renal shutdown. 


Precautions: when Naturetin is added to an antihypertensive regimen including hydralazine, 
veratrum, and/or ganglionic blocking agents, immediate reduction must be made in the dosage for all 
preparations; the dosage for ganglionic blocking agents must be decreased by 50% to avoid a precipitous 
drop in blood pressure. This also applies if these hypotensive drugs are added to an established Naturetin 
regimen . . . in hypochloremic alkalosis with or without hypokalemia . . . in cirrhotic patients or those on 
digitalis therapy when reductions in serum potassium are noted . . . in diabetic patients or those 
predisposed to diabetes . .. when increased uric acid concentrations are noted .. . when signs— 

leg or abdominal cramps, pruritus, paresthesia, rash —suggestive of hypersensitivity, are noted. 


Naturétin — Dosage: in edema, average dose, 5 mg., once daily, preferably in the SQuiss 
morning; to initiate therapy, up to 20 mg., once daily or in divided doses; for 

maintenance, 2.5 to 5.0 mg., daily in a single dose. In hypertension: suggested Nk =) i 
initial dose, 5 to 20 mg. daily; for maintenance, 2.5 to 15 mg. daily, depending al E mn 
on the individual response of the patient. When Naturetin is added to an anti- Ee 


~ Sai 


hypertensive regimen with other agents, lower maintenance doses of each 


drug should be used. Squibb Quality— 
ae the Priceless 
Naturétin — supplied: tablets of 2.5 mg. and 5 mg. (scored). Ingredient 


‘ravoixinr® AND ‘NATURETIN’ ARE SQUIBB TRADEMARKS. 
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How to Replace an Out-dated Office 


Are you handicapped in your practice by offices left over from the horse and buggy 
days of medicine? Many doctors are, you know — simply because their communities 
lack the modern medical housing they need. 


If you are faced with this situation, you probably have started planning toward a new 
clinic or office unit. In doing so, however, you may encounter such problems as specific 
planning and financing of a medical practice building. 


Problems such as these are a specialty of the Mortgage Loan Department of Farmers 
& Bankers Life. During the past twenty years, we have made a number of first 
mortgage loans to doctors throughout Kansas, for construction of their new office 
buildings. We shall be glad to consult with you. 


Farmers & Bankers Life 


INSURANCE COMPANY ¢ HOME OFFICE, WICHITA 


Mortgage Loan Department 


=EASES 
SPASM & PAIN 

SPRAINS, STRAINS, ¥ 
LOW BACK PAINS 


ANNOUNCING 
SCHERINGS 

NEW 
MYOGESIC" 


CARISOPRODOL 


*MYOGESIC 


muscle 
4-228 relaxant analgesic 
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reaches 

all nasal and paranasal 
membranes 
systemically’ 


Pharmacologically balanced formula 
for prompt symptomatic relief 


* in nasal and paranasal congestion 
* in sinusitis and postnasal drip 


¢ in allergic reactions of the 
upper respiratory tract 


Triaminic*® is safer and more 
effective than topical medication 


* transported systemically to 
all respiratory membranes 

* provides longer-lasting relief 

* presents no problem of 
rebound congestion 

* avoids “nose drop addiction” 


Relief is prompt and prolonged because 
of this special timed-release action: 


first — the outer layer 
dissolves within 
minutes to produce 
3 to 4 hours of relief 


then — the core 
disintegrates to give 3 to 
4 more hours of relief 


Each Triaminic timed-release Tablet provides: 


Phenylpropanolamine HCl.................... 50 mg. 
Phonivamine 25 mg. 


Dosage: 1 tablet in the morning, midafternoon and at 
bedtime. In postnasal drip, 1 tablet at bedtime is usu- 
ally sufficient. 


Each timed-release Triaminic Juvelet® provides: % the 
formulation of the Triaminic Tablet. 


Dosage: 1 Juvelet in the morning, midafternoon and 
at bedtime. 


Each tsp. (5 ml.) of Triaminic Syrup provides: %& the 
formulation of the Triaminic Tablet. 


Dosage (to be administered every 3 or 4 hours): 
Adults — 1 or 2 tsp.; Children 6 to 12—1 tsp.; Chil- 
dren 1 to 6 — % tsp.; Children under 1 — % tsp. 

1, Fabricant, N. D.: E.E.N.T. Monthly 37:460 (July) 1958. 


2. Lhotka, F. M.: Illinois M. J.: 112:259 (Dec.) 1957. 
3. Farmer, D. F.: Clin. Med. 5:1183 (Sept.) 1958. 


the leading oral nasal decongestant... 


timed-release tablets and juvelets 


also non-alcoholic, fruit-flavored syrup 


SMITH-DORSEY - a division of The Wander Company « Lincoln, Nebraska 
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Physician Support of Medical Education 


Throughout the nation, medical schools are cooperating with the American Medical 
Education Foundation to encourage contributions from doctors for medical education. 
Among these schools is the University of Kansas School of Medicine. 

The importance and value of unrestricted gifts to supplement fees and state appropria- 
tions at state schools is known to all. At the University of Kansas, such gifts have been 
used for many purposes, ranging from salaries to equipment . . . from books to student 
activities. Without these, the quality of medical education suffers; with them, better 
training is insured. 

The University of Kansas School of Medicine joins the Kansas Medical Society and the 
American Medical Education Foundation in inviting its alumni and the physicians of 
Kansas to support medical education, either by contributions to the American Medical 
Education Foundation or to the Kansas University Endowment Association. 


The Kansas University Endowment Association 
Strong Hall University of Kansas 
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Deformity Appliances 
of Quality 


Orthopedic and Surgical Appliances 
Artificial Limbs 
Trusses 


Abdominal 
Supports 


Elastic 
Hosiery 


Foot 
Supports 


Taylor Back Brace 
Made to Order in 
Our Own Factory 


Surgical 
Corsets 


P. W. HANICKE MFG. CO. 
1009 McGee St. VI 2-4750 
KANSAS CITY, MO. 


IF YOU CAN'T SAY GOOD, 
ABOUT OTHERS, ‘TIS BESTTO | 
SAY NOTHING AT ALL. 


KANSAS CITY Office: 
R. E. McCurdy, Rep. 
2933 W. 43rd St. 


Tel. Yellowstone 2-8929 


(If no answer, call Logan 1-1498) 


immortals of chinese mythology: 


Han Hsiang-tzu 


This nature-loving physician achieved immortality 
by falling out of a tree 


TODAY.. 
this trail-blazing steroid is achieving lasting recog- 
nition by its unsurpassed record of accomplishment 


METICORTEN 


METICcorTEN,® brand of prednisone, 5 mg. tablets. 
SCHERING CORPORATION * BLOOMFIELD, NEW JERSEY 


You will soon receive in your mail a handmade, full- 
color, three-dimensional figure of this Chinese Immortal, 


mounted and suitable for framing. 
$-3488 Selering 
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HELP US KEEP THE 
THINGS WORTH KEEPING 


Speech is free in Amer- 
ica. But it’s not free for 
the keeping! Protecting 
our American heritages 
costs money. 


It takes money for 
strength to keep the 
peace. Money for science 
and education to help 
make peace lasting. And 
money saved by indi- 
viduals. 


Your Savings Bonds, 
as a direct investment 
in your country, make 
you a Partner in 
strengthening America’s 
Peace Power—helping 
us keep the things worth 
keeping. 

Good cash investment, 
too. Put 3 dollars into 
Series E Bonds — take 
out 4 in just 8 years, 
11 months. 

Safe. Both interest 
and principal guaran- 
teed by the U. S. Gov- 
ernment. Every Bond 
recorded, so if it’s lost, 
stolen or destroyed it 
can be replaced, free. 


Automatic saving. The 
Payroll Savings Plan is 
the automatic way to 
save for the big things 
in life. 


HELP STRENGTHEN AMERICA'S PEACE POWER 


BUY U.S. SAVINGS BONDS 


The U.S. Government does not pay for this advertising. The Treasury Department thanks, 
for their patriotic donation, The Advertising Council and thie songeniia. 


the complaint: 


the diagnosis: any of several nonspecific and functional 
gastrointestinal disorders requiring relief of symptoms 
by sedative-antispasmodic action with concomitant 
digestive enzyme therapy. 


the prescription: a new formulation incorporated in 
an enteric-coated tablet, providing the multiple actions 
of widely accepted Donnatal® and Entozyme.® 


the dosage: two tablets three times a day, or as in- 
dicated. 


in the gastric-soluble outer layer: 
Hyoscyamine sulfate........ gre .0.0518 mg. 


Hyoscine hydrobromide...............0.0033 mg. 
in the enteric-coated core: 


antispasmodic sedative digestant 


A. H. ROBINS COMPANY, 


INCORPORATED 


RICHMOND 20, VIRGINIA 


ff 


"more 
effective 
than 

salicylate 
alone in. 


antirheumatic 


COMBINING MUTUALLY SYNERGISTIC NON-STEROID ANTIRHEUMATICS _ 


“superior to aspirin” —‘‘... evidence seems to indicate that 
the concurrent administration of para-aminobenzoic and sali- 
cylic acid [as in Pabalate] produces a more uniformly SUS: : 
tained level for prolonged analgesia and, therefore, is superior 
to aspirin in the treatment of chronic rheum tic d . 


For the endo who should avoid sodium | 


PABALATE:SODIUM 


‘Same formula as Pabalate, with sodium salts replaced by potassium salts: 


For the patient who requires steroids 


Pabalate with Hydrocortisone 


® : ‘ 
ROBINS CO., INC., Richmond 20, Virginia | 
Richmond 20, V — | 
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CHANGED YOUR ADDRESS 
RECENTLY? 


If you have changed your address recently, 
or intend to do so shortly, please return this 
coupon properly filled out to insure uninterrupt- 
ed delivery of your copies of THE JOURNAL. 
Send your change of address to: THE JOURNAL 
OF THE KANSAS MEDICAL SociETy, 315 W. 
4th St., Topeka, Kansas. 


(Duplicate copies cannot be mailed to re- 
place those undelivered through failure to 
notify this office of your change in address. 
Please notify us before 15th of the month.) 


anorectic 


immortals of chinese mythology: 


Ho 


This gentle maiden became an immortal by her 
unique diet of moonbeams and mother-of-pearl 


TODAY... 


this steroid of unsurpassed safety and effectiveness 
holds an enduring place in the medical armamen- 


METICORTEN 


METICORTEN,® brand of prednisone, 5 mg. tablets. 
SCHERING CORPORATION * BLOOMFIELD, NEW JERSEY 
You will soon receive in your mail a handmade, four-color 
three-dimensional figure of this Chinese Immortal, 
mounted and suitable for framing. 


53-3468 
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Ownership: The Journal is a non-profit publication owned and published monthly by the Kansas 
Medical Society. 

Subscription: A year’s subscription to the Journal is included in membership in the Kansas Medical 
Society, with $2.00 of each member’s dues apportioned to the Journal. Rates to others, except in for- 
eign countries, $4.00 per year or 60c per copy. 

Material: Scientific articles, editorials, and data of general interest are invited from all members. Ar- 
ticles are to be submitted on condition that they are contributed solely to this publication. A right is 
reserved to reject any material deemed unsatisfactory. 

Manuscripts: Only manuscripts that are typewritten on one side, double spaced, and original copies 
can be accepted. Manuscripts will be returned upon request. 

Advertising: All advertising contracts, and all copy from advertisers under contract are subject to ap- 
proval of the editorial board. Copy should be received by the 15th of the month immediately preced- 


ing the month of publication. 


Orthopedic 
Appliances 


/ E. Iste Co. 


Kansas City, Missouri 


Prairie View Hospital 


Newton, Kansas 


Emphasizing a therapeutic milieu and Spinal 
psychotherapy. A non-profit psychiatric Extremity 
service of the Mennonite Central Com- Certified 

Facility and 
Orthotists 


1121 GRAND BA 1-0206 


aaa MALNUTRITION OF 
LES CRAMPS DURING PREBNANGY? 


OUTMODED AS GODEY’S FASHIONS! 
NEW 
PRENALIN-O 


PRENATAL SUPPLEW™M ENT 


1. Oyster Shell Calcium - Phosphorus Free! 

2. New Form of Iron! 

3. Dry Filled Capsule - Sure, Quick Absorption! 
4. Economical Once-A-Day Dosage! 

5. Wider Range Nutritional Support! 

6. Relieves Troublesome Leg Cramps! 


EACH dry filled capsule (lavender and white) provides: 
Ferrous Fumarate (iron) 150 mg. Vitamin B-12 (Cobalamin conc. NF) 2 meg. 
Beep sea oyster shell (Calcium) 600 mg. Folic Acid 0.25 mg. 
Vitamin C 50 mg. Niacinamide 10 mg. 
Vitamin A 4000 USP Units Vitamin K (Menadione) 0.25 mg. 
Vitamia D 400 USP Units in 10 mg. 
Vitamia 6-1 2 mg. Sodium Molybdate 3 mg. 
Vitamin 8-2 2mg. Fluorine (Calcium Fluoride) 0.25 mg. 
Vitamin BS 0.8 mg. lodine (Potassium lodide) 0.15 mg. 

SAMPLES ON REQUEST 


S. J. TUTAG & CO. 


DETROIT 34, MICHIGAN 
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Poliomyelitis-Diphtheria-Pertussis-Tetanus 


PEDI-ANTICS 


TSK , 


WHAT Tk! 
aa iF 
wean THERE'S OH FOR US 
ABOUT ? ANYTHING YES? COWARDS, 
THE TETRAVAX 
IT’ WOULDN'T 
FOR THEIR i SNIVELING HAVE BEEN 
SHOTS... TETRA VAX! cowaRDSs / INVENTED... 


-HTHERIA AND TETANUS TOXOIDS WITH PERTUSSIS AND POLIOMYELITIS VA‘ 


now you can immunize against more diseases...with fewer injections 


Dose: 1 ce. 

Supplied: 9 cc. vials in clear plastic cartons. Pack- 
age circular and material in vial can be examined 
without damaging carton. Expiration date is 
on vial for checking even if carton is discarded. 


For additional information, write Professional Services, Merck Sharp & Dohme, West Point, Pa. 


TETRAVAX 1S A TRADEMARK OF MERCK & CO,, INC, 


MERCK SHARP & DOHME, pivision or MERCK & CO., Inc., PHILADELPHIA 1, PA. 
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When you want to prescribe a diet to 
lower serum cholesterol, is a low-fat 
low-cholesterol diet the best way? 


No, not according to today’s thinking. 
A more efficient way is to control the 
type and amount of fat in the diet. 


This means to control the total calories and to 
replace the saturated fats wherever possible 
with poly-unsaturated vegetable oil. 


There is a considerable agreement among heart research workers that a low-fat 
diet does not by itself consistently reduce beta lipoproteins and blood cholesterol 
or sustain a low level. Many low-fat diets merely eliminate the visible fats. 

The invisible fat, inherent in meat and dairy products, is basically saturated 

fat, so that a low-fat diet quite frequently is actually relatively high in 
saturated fat. Consequently, the patient does not get the proper 

percentage of the poly-unsaturated fatty acids that help to lower 

blood serum cholesterol and to maintain it at proper levels. 


We know today that a low-cholesterol intake (dietary cholesterol) has 
little or no bearing on serum cholesterol. Too, that it would be most 

undesirable to eliminate all cholesterol-containing foods from the diet, 
because they carry with them so many important accessory nutrients. 


When a vegetable (salad) oil is medically recommended as part of a cholesterol 
depressant regimen, Wesson is unsurpassed by any readily available brand. 


Uniformity you can depend on. Wesson has a poly-unsaturated content better 
than 50% . Only the lightest cottonseed oils of highest iodine number are 
selected for Wesson and no significant variations in standards are permitted in the 

22 exacting specifications required before bottling. 
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Wesson satisfies the most exacting appetites 


To be effective, a diet must be eaten by the patient. The 
majority of housewives prefer Wesson particularly by the 
criteria of odor, flavor (blandness), and lightness of color. 
(Substantiated by sales leadership for 59 years and recon- 
firmed by recent tests against next leading brand with iden- 
tification removed, among a national probability sample). 


: WESSON’S IMPORTANT INGREDIENTS: 
Wesson is 100% cottonseed oil... winterized and of selected quality 


Linoleic acid glycerides 50% to 55% 
The Vege fa ble Phytosterol (predominantly beta sitosterol) 0.4% to 0.7% 
Total tocopherols 0.09% to 0.12% 


Never hydrogenated — completely salt free 
Each pint of Wesson contains 437-524 Int. Units of Vitamin E. 


FREE Wesson recipes, available in quantity for our patients, 
show how to prepare meats, seafoods, vegetahies, salads and 
desserts with poly-unsaturated vegetable oil. Write—specifying 

uantity needed—to The Wesson People, 210 Baronne St., 
ew Orleans, La. 


The diet prescribed to lower cholesterol can include a breakfast egg cooked in poly-unsaturated Wesson. 
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THE LATTIMORE- FINK 
LABORATORIES 


Topeka — EI Dorado 
Kansas 


A. A, Fink, M.D., Pathologist-Director 
D. T. Ferraro, M.D., Pathologist 

J. L. Lattimore, M.D., Pathologist 

H. C. Ebendorf, M.T., Serologist 

A. C. Keith, B.S., Chemist 

L. A. Hull, A.B., Bacteriologist 

W. B. Norris, A.B., Chemist 


Anatomical and Clinical 
Pathology 
A.M.A. Approved School of 
Medical Technology 


Containers Furnished Upon Request 


CLASSIFIED ADVERTISEMENTS 


Doctor, age 29, returning from term of service in Indonesia 
desires locum tenens beginning about August 1, 1960. Kansas 
License. 1956 graduate of Kansas University. Also interested 
in association with a surgeon for a year. Write the JOURNAL 
1-1159. 


Well equipped-well staffed hospital is in need of a good gen- 
eral practitioner. Possibility of association with an established 
physician and still maintain independence. Write the JouRNAL 
2-1159. 


FOR SALE—One Tower Company Femur set and One Hu- 
merus set. All new instruments, a complete list of items will 
be sent on request. Write the JourNnaL 3-1159. 


FOR SALE—Physicians equipment and furniture located 
in a university community. Good location, reasonable rent, 
Apothecary next door, excellent opportunity for a young man 
to take over well established practice. Write the JouRNAL 
1-1259. 


WANTED—General Practitioner to take over practice of 
retiring Physician and Surgeon. Good, modern town, Eastern 
Kansas. Hospital, Schools, Churches. Write the JourRNAL 
2-1259. 


KANSAS GENERAL PRACTICE near Wichita, 1959 
net over $35,000; entering residency; new air-conditioned 
office; for sale or lease; rich rural community; lake nearby; 
excellent schools. Write the JourNAL 1-160. 


Bcedures 
for Preclinicai 


When too many tasks 
seem to crowd 

the unyielding hours, 

a welcome 

“pause that refreshes” 
with ice-cold Coca-Cola 
often puts things 

into manageable order. 


REG US PAT OFF 
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ENGRAN 


TERM-PAK 


TERM-PAK 
3 SUPPLEMENT 


ENGRAN 


Just one prescription for Kngran Term-Pak 


calling for just one tablet per day will er fier 
through term to the six-week postpartum check- 
up. Thus, you help to assure a nutritionally perfect 
pregnancy, while providing the convenience and 


Engran is also available 


economy of the re-usable Term-Pak. inbotces of 100 tablets. 


ARE SQUIBB TRADEMARKS 


, 
SQUIBB Squibb Quality—The Priceless Ingredient 


Medical Appliances 


Our medical appliance department does 
expert fitting of: 


Elastic hosiery Dorso-lumbar supports 


Breast prostheses Lumbo-sacral belts 
Maternity brassieres 


Maternity belts 


Cervical braces 
Taylor back braces 
Rib belts Trusses 


Pelvic traction belts 


Fittings by prescription only 
Munns Medical Supply Company 
Topeka, Kansas 


Tenth and Horne Streets Telephone CE 5-5383 


logical 
prescription 

for 
overweight patients 


meprobamate plus d-amphetamine 


... depresses appetite ... elevates mood ... eases 
tensions of dieting... without overstimulation, 
insomnia, or barbiturate hangover. 


anorectic-ataractic 


MEFBOBAMATE WITH D-AMPHETAMINE SULFATE LEDERLE 


é 


{pink} contoins 400 mg.; wifote, 5 mg. 


<>) 


LEDERLE LABORATORIES 
A Division of AMERICAN CYANAMID COMPANY, Pearl River, N.Y. . 
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new concept 


for chronic constipation... 


and especially that associated 
with the irritable bowel syndrome 


TRABLETS* 
safe, gentle transition } 
to normal bowel function 


Decuoty: provides gentle stimulation of the bowel and helps restore normal con- 
sistency of the intestinal contents to gradually re-establish normal bowel function 
in your chronically constipated patients. 

THE RATIONALE of Decuoty1 is based on an effective combination of 
therapeutic agents: 

DECHOLIN®, dehydrocholic acid, AMES, (200 mg.), the most potent hydro- 
choleretic available, is a chemically pure bile acid and has been used effectively 
in the treatment of biliary tract disorders for many years. It produces an increased 
flow of thin bile which helps to lower surface tension of intestinal fluids, promotes 
emulsification and absorption of fats and mildly stimulates intestinal peristalsis. 
Desoxycholic Acid (50 mg.), a choleretic, also is a chemically pure bile acid and 
stimulates an increased flow of bile, lowers surface tension and stimulates peristal- 
sis. By emulsifying fat globules, desoxycholic acid aids the digestive action of the 
fat-splitting enzyme, lipase. DECHOLIN and desoxycholic acid thus favorably influ- 
ence the constitution and the movement of the intestinal contents. 

Dioctyl Sodium Sulfosuccinate (50 mg.) is a wetting agent which lowers sur- 
face tension and aids the penetration of intestinal fluids into the fecal mass, provid- 
ing a moist stool of normal consistency. 

EFFECTIVE: Bile influences the constitution as well as the movement of the 
intestinal contents. The ingredients of major importance are DECHOLIN and desoxy- 
cholic acid which increase the flow of bile, lower surface tension, promote emul- 
sification and absorption of fats and mildly stimulate intestinal peristalsis. With 
dioctyl sodium sulfosuccinate, a good therapeutic effect can be obtained without 
the danger of toxicity or decreasing effectiveness even when used regularly. 

SAFE: Clinical evidence indicates that the constituents of DECHOTYL cause no 
systemic sensitivity, drug accumulation, habituation or interference with nutrition. 
Orally, in therapeutic amounts, DECHOTYL is without significant toxic effect. The 
only side effect following oral administration is diarrhea if the dosage is excessive. 
Dosage: Average adult dose—Two TRABLETS* at bedtime. Some individuals initially 
may require 1 to 2 TRABLETs three or four times daily. Contraindications: Biliary tract 
obstruction; acute hepatitis. 

Available: Trascets,* coated, yellow, trapezoid-shaped; bottles of 100. 


*T.M. for AMES trapezoid-shaped tablet. 75159 


AMES 


COMPANY, INC 
Elkhart Indiana 
Toronto Canada 
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in overweight 
DEXAMYL 


brand of dextro amphetamine and amobarbital 


SPANSULE’ 


brand of sustained release capsules 


for the patient who is tense, 
irritable, frustrated by inability 


to stick to diet 


SMITH 
KUNE & 
FRENCH 


...and for the patient who is listless, 
lethargic, depressed by reducing regimens: 


DEXEDRINE® SPANSULE® 


brand of dextro amphetamine brand of sustained release capsules 
sulfate 
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